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ABSTRACT
While the opioid overdose crisis continues to impact individuals, families, and communities
across the United States, there is a sense of urgency to identify effective, efficient, and feasible
approaches for curbing the death toll. It is clear, however, that without community-level
acceptance of treatment and harm reduction approaches shown to be successful, the services
available remain underutilized and thus less impactful than clinical evidence demonstrates.
To overcome an opioid use disorder (OUD), an overall treatment approach should be tailored
to an individual’s needs but might include components of medication, psychosocial support
services, community engagement, and the development of healthy social networks. In order to
achieve this comprehensive approach to addiction recovery, the strategic inclusion of
interdisciplinary approaches and stakeholder communication across areas of expertise can
increase collaborative service approaches that are aligned with individual and community-level
needs. With attention towards root causes and limited resources, building strong community
networks and stronger cross-sectoral partnership are important components of addressing OUD.
A partnership between faith-based organizations (FBOs) and behavioral health entities is one
such partnership with potential for bridging gaps towards the delivery of comprehensive
solutions for individuals with OUD.
This dissertation, divided into three separate but related studies, serves to lay the groundwork
towards a deeper understanding of the needs, priorities, similarities, and differences that exist
amongst secular and non-secular stakeholders in West Central Florida as they relate to
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collaborative approaches for addressing an OUD epidemic. The first study serves as a pilot
study and uses a mixed-methods approach to assess the needs and perspectives of cross-sectoral
stakeholders through an evaluation of existing secular and non-secular collaboration efforts.
Results indicate that shared priorities exist between stakeholders with implications for how these
strategic education efforts could leverage these mutual goals.
The second study consists of a geospatial mapping analysis of Hillsborough and Pinellas
counties (FL) as a means of descriptively, visually, and quantitatively exploring the role that
religious social capital may have on opioid-related overdose deaths. This study maps places of
worship, OUD treatment facilities, the residencies of people who have died by opioid-related
overdoses, and community-level social vulnerability indexes and explores the potential of their
interconnected relationships with the use of density analyses and distance calculations. Findings
support the feasibility of places of worship serving as accessible local resource satellites in
communities at high-risk for opioid-related overdoses and offers recommendations for continued
research to supplement these findings.
The third study is an exploratory study that quantitatively evaluated responses to a survey
of interdenominational faith leaders in Hillsborough and Pinellas Counties to assess how their
perspectives, characteristics, and beliefs impact their views on OUD treatment and harm
reduction approaches. The survey collected demographic and descriptive characteristics of 41
faith leader respondents, their perspectives on various OUD treatment and harm reduction
modalities, and scores for five imbedded validated instruments. This study identified patterns in
perceptions of stigma, recovery approach preferences, and views on cross-collaboration with
secular behavioral health counterparts. Statistically significant relationships between political
affiliation, religious fundamentalist orientations, perceptions of syringe exchange, safe injection

ix

facilities, and medications for OUD were also analyzed. The exploratory results for this study lay
the groundwork for improving future facilitation of mutually beneficial partnerships based on the
reported characteristics, values, and preferences of faith leaders.
As a whole, this dissertation provides implications for future collaborative efforts and
offers suggestions for strategies to effectively engage faith communities and leaders in order to
improve community-level responses to the opioid epidemic. It is through inclusivity and
understanding that all who seek help for an OUD will have access to these services on terms that
suit their personal values and accessibility to resources. By respecting differences and
prioritizing similarities, the shared intentions may be served by stakeholders across faith-based
boundaries. This dissertation brings attention to legitimizing mutual problem solving and
creating strategic mechanisms for establishing working partnerships that prevent deaths and
rebuild lives.
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CHAPTER 1: INTRODUCTION

Defining the Issues
The opioid overdose crisis is impacting communities and families across the United
States. In 2017, the National Institute on Drug Abuse (NIDA) reported over 70,200 drugoverdose deaths (NIDA, 2018). The Department of Health and Human Services (HHS) declared
the opioid epidemic a national public health crisis in the same year, capturing the attention of
public health professionals and nonprofessionals alike (Hodge Jr, 2017).
With the urgency of this crisis building as the death toll continues to rise, addiction
related research is focused on identifying effective and efficient harm reduction and treatment
approaches that include the use of medication to treat an opioid use disorder (OUD), syringe
exchange programs, and the use of naloxone to reverse overdoses (Center for Evidence-based
Policy Medicaid Evidence-based Decisions Project [MED], 2015; Des Jarales et al., 2015;
Timko, Schultz, Cucciare, Vittorio, & Garrison-Diehn, 2016). However, without community,
provider, and personal acceptance for such strategies, the services available remain underutilized
and thus less impactful than clinical evidence demonstrates (Fitzgerald & McCarty, 2009; Leach,
Chapman, Hanly, & Carreiro, 2019; Uebelacker, Bailey, Herman, Anderson, & Stein, 2016).
To overcome an OUD, a comprehensive approach to recovery is ideal. An overall
treatment approach should be tailored to an individual’s needs but might include components of
medication, psychosocial support services, community engagement, and the development of
healthy social networks (Dugosh et al., 2016; Fraser & Hawkins, 1984; Herd, & Minnis, 2015;
1

Koh, 2017; van Dommelen-Gonzalez, Deardorff, Veilleux, Colvin, Anderson, Wells et al., 2018;
York, & Heinz, 2010). In order to be comprehensive, service providers should not function in
silos. Strategic inclusion of interdisciplinary approaches and stakeholder communication across
areas of expertise can increase collaborative service approaches that are aligned with individual
and community-level needs. With attention towards root causes and limited resources, building
strong community networks and stronger cross-sectoral partnerships is an important component
of addressing OUD (Davis, 2014; Knighton, Brunisholz, Reisig, & Nichols, 2018; Towe et al.,
2016). A partnership between faith-based organizations (FBOs) and behavioral health entities
that leverages the network potential of religious social capital is one such collaboration that
could effectively bridge gaps towards the delivery of comprehensive solutions for individuals
suffering from an OUD.
Faith-Based Organizations
Faith-based organizations (FBOs) are entities which are united on the basis of their
religious or spiritual values. Typically, the mission of FBOs is grounded in a social cause based
on the beliefs of a particular faith, drawing on members from that faith group to provide
resources and services aligned with the mission. FBOs might be based out of places of worship
(churches, mosques, and synagogues) or function separately, but are typically supported by the
faith community. They serve many different purposes, including, but not limited to, supplying
basic needs (e.g., food, shelter, and clothing) for those less fortunate, offering counseling
services, as well as providing education and community outreach. The individuals they employ
may or may not be followers of the religion which the organization is based upon, and faith may
or may not be shared by those they serve. Often times, the activities of a FBO may not be

2

considered “faith activities”, but may still be driven by a desire to bring those they serve closer to
a higher power or be motivated by their faith-based values.
Religiousness and Spirituality
Existing research and literature on the variations of religiosity consider three main forms
of involvement. First, public participation in religious practices through church attendance,
prayer meetings, or sacred text study groups is referred to as organizational religious
involvement. Second, non-organizational involvement consists of an individual’s personal and
non-public acts of devotion to their faith. This could manifest through prayer, private reading of
sacred texts, or other religious devotional or ritual acts. Lastly, subjective religious involvement
has to do with personal practices not necessarily derived from dogma but rather from subjective
beliefs and behaviors (Felix Aaron et al., 2003; Koenig, 2000).
Spirituality, while similar to religiosity, has less to do with the behaviors related to a
person’s religious orientation and more to do with their belief in a higher or life affirming power
that connects them with the divine (Musgrave et al., 2002). While attempts have been made to
systematically define these concepts and organize their interrelatedness, they will be referred to
collectively in the following chapters as religiousness and spirituality (R/S).
Religious Social Capital
Religious social capital is defined as the social resources available to individuals and
groups through their social connections with a religious community (Maselko, Hughes, &
Cheney, 2011). Religious involvement is a component of social networks that yield supportive
relationships and norms which contribute to the attainment of good health and well-being. This is
evidenced by congregations involved in health and social services for those in need, providing
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meeting places for self-help groups, or places where volunteers and donations are likely
solicited.
Social capital, the public health theory from which religious social capital originated,
refers to the extent and depth of social trust, norms, and networks and is an established social
determinant of health (Portes, 1998). It has emerged as a potential protective factor against
community fragility which has been shown to contribute to the national opioid crisis (McLean,
2016; Sundquist et al., 2016). One study found evidence that religious social capital protects
communities against drug overdose and suggested the knowledge of social networks could help
policymakers, health workers, and public health researchers to identify where overdose
epidemics are likely to occur and how to mitigate them (Zoorob & Salemi, 2017).
Literature supports that religious social capital generates networks that help people to
attain their goals and may yield networks with the propensity to do the same (Wuthnow, 2002).
Religious social capital is a theory that helps to frame the role of R/S and FBOs within a
community. For the purposes of this dissertation, it provides context to the ways in which R/S
and FBOs may impact cross-sectoral partnerships between secular and non-secular stakeholders,
community environments, and addiction related health beliefs and behaviors (Wuthnow, 2002).
Call for Collaboration
FBOs have strong community ties and a demonstrated commitment to helping those in need.
However, partnerships with secular providers of care are still often limited (Chatters et al., 1998;
Koh & Coles, 2019; Santibanez et al., 2019). Hesitancy to integrate faith-based services with
secular providers is likely grounded in differences in institutional logics and core beliefs or
priorities (Chatters, 2000; Levin, 2014; Thornton et al., 2012). For example, divergent beliefs
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between non-secular and secular stakeholders regarding the origin of addictions, either as a
moral or faith issue versus a disease or mental health issue, informs their preferred strategies for
addressing this crisis, sometimes inhibiting collaboration and the exchange of information
(Barnes & Curtis, 2009).
A separation between secular and non-secular service providers has negative repercussions
for those seeking help (Barnes & Curtis, 2009). While cross-sectoral collaborative approaches do
exist which involve FBOs and health care initiatives (Chatters, 2000; Levin, 2014), research
supporting or documenting the utility of collaboration specifically with FBOs and behavioral
health stakeholders addressing OUD is limited (Dermatis & Galanter, 2016; Shields et al., 2007).
However, as the urgency for problem solving increases, so has a demand for cross-secular
partnerships (Davis, 2014). Interdisciplinary partnerships have emerged as a feasible solution in
the wake of resource scarcity, with academics in the field recognizing the broader impact of
communal services on achieving shared goals (Levin, 2013; Levin & Hein, 2012).
Study Objectives
The current dissertation, with its three imbedded studies, seeks to apply an expansive
exploration of factors that inform collaboration between secular and non-secular stakeholders
towards finding solutions to individuals with OUD, a condition that plagues communities across
the country. Specifically, it will address the roles that non-secular stakeholders play in the
delivery, access, and acceptance of intersectoral addiction-related services. The overarching
objective of this study is to determine where non-secular involvement in community-level
interventions may be tailored in order to improve community capacity for combating the opioid
crisis.
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Research Questions
The three imbedded manuscripts will address the following research questions:
Manuscript 1: A Pilot Study Assessing Collaboration Between Secular and Non-Secular
Stakeholders to Address Opioid Use Disorder in their Shared Communities.
1) What are the perceptions of strengths, needs, challenges, and future directions for
serving those with OUD for both secular and non-secular stakeholders?
2) How are collaborative efforts perceived by those from secular versus non-secular
organizations?
Manuscript 2: A Geographic Mapping Analysis of Secular and Non-Secular Community
Resources for Addiction and Opioid Overdoses.
1) Are places of worship a feasible resource for improving community-level responses
and prevention for opioid-related overdoses in high-risk areas?
Manuscript 3: Faith Leaders’ Perspectives on Addiction Treatment: An Evaluation of
Beliefs, Attitudes, and Characteristics as They Relate to Collaborative.
1) What OUD treatment and harm reduction strategies are most and least preferred by
faith leaders?
2) What characteristics of faith leaders are related to their preferences for OUD
treatment and harm reduction strategies?
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Acronyms and Terms Used
SAMHSA= Substance Abuse Mental Health Services Administration
CDC= Centers for Disease Control and Prevention
DOH= Department of Health
MHLP= Mental Health Law and Policy
IRB= Institutional Review Board
R/S= Religiousness and Spirituality
FBO= Faith Based Organization
OUD= Opioid Use Disorder
GIS= Geographical Information System
SVI= Social Vulnerability Index
OD= Overdose
PoW= Place of Worship
MAT= Medication Assisted Treatment
MOUD= Medication for Opioid Use Disorder
GSE= General Self-Efficacy Scale
MIKAT= Motivational Interviewing Knowledge and Attitudes Test
RSS= The Religious Schema Scale
TTT= Truth of Texts and Teachings
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FTR= Fairness, Tolerance, and Rational Choice
Xenos= Xenophobia/Inter-religious Dialogue
EPV= Events per Predictor Variable

References
Barnes, P. A., & Curtis, A. B. (2009, May-Jun). A national examination of partnerships among local
health departments and faith communities in the United States. Journal of Public Health
Management and Practice, 15(3), 253-263.
https://doi.org/10.1097/01.PHH.0000349740.19361.ac
Chatters, L. M. (2000). Religion and health: public health research and practice. Annual Review of Public
Health, 21, 335-367. https://doi.org/10.1146/annurev.publhealth.21.1.335
Chatters, L. M., Levin, J. S., & Ellison, C. G. (1998, Dec). Public health and health education in faith
communities. Health Educ Behav, 25(6), 689-699.
https://doi.org/10.1177/109019819802500602
Davis, M. T. (2014). Religious and non-religious components in substance abuse treatment: A
comparative analysis of faith-based and secular interventions. Journal of Social Work, 14(3), 243259.
Dermatis, H., & Galanter, M. (2016, Apr). The Role of Twelve-Step-Related Spirituality in Addiction
Recovery. J Relig Health, 55(2), 510-521. https://doi.org/10.1007/s10943-015-0019-4
Felix Aaron, K., Levine, D., & Burstin, H. R. (2003, 2003/11/01). African American Church Participation
and Health Care Practices. Journal of General Internal Medicine, 18(11), 908-913.
https://doi.org/10.1046/j.1525-1497.2003.20936.x
Koenig, H. G. (2000). Religion and medicine I: historical background and reasons for separation.
International Journal of Psychiatry in Medicine, 30(4), 385-398. https://doi.org/10.2190/2rwb3ae1-m1e5-tvhk

8

Koh, H. K., & Coles, E. (2019, Mar). Body and Soul: Health Collaborations With Faith-Based
Organizations. American Journal of Public Health, 109(3), 369-370.
https://doi.org/10.2105/ajph.2018.304920
Levin, J. (2013, Jun). Engaging the faith community for public health advocacy: an agenda for the
Surgeon General. J Relig Health, 52(2), 368-385. https://doi.org/10.1007/s10943-013-9699-9
Levin, J. (2014, Jan-Feb). Faith-based initiatives in health promotion: history, challenges, and current
partnerships. American Journal of Health Promotion, 28(3), 139-141.
https://doi.org/10.4278/ajhp.130403-CIT-149
Levin, J., & Hein, J. F. (2012, Mar). A faith-based prescription for the Surgeon General: challenges and
recommendations. J Relig Health, 51(1), 57-71. https://doi.org/10.1007/s10943-012-9570-4
Musgrave, C. F., Allen, C. E., & Allen, G. J. (2002, Apr). Spirituality and health for women of color.
American Journal of Public Health, 92(4), 557-560. https://doi.org/10.2105/ajph.92.4.557
Santibanez, S., Davis, M., & Avchen, R. N. (2019, Sep). CDC Engagement With Community and FaithBased Organizations in Public Health Emergencies. American Journal of Public Health, 109(S4),
S274-s276. https://doi.org/10.2105/ajph.2019.305275
Shields, J. J., Kirk, M. B., Peter, J. D., Bennett, W. F., & Patrick, M. F. (2007). Religion and Substance
Abuse Treatment: Individual and Program Effects. Journal for the Scientific Study of Religion,
46(3), 355-371. www.jstor.org/stable/4621985
Thornton, P. H., Ocasio, W., & Lounsbury, M. (2012). The institutional logics perspective: A new
approach to culture, structure, and process. Oxford University Press on Demand.

9

CHAPTER 2: MANUSCRIPT 1
A Pilot Study Assessing Collaboration Between Secular and Non-Secular Stakeholders to
Address Opioid Use Disorder in Their Shared Communities
Abstract
Through thematic analysis of surveys from forum participants, this mixed-methods pilot
study identifies relationship building efforts, needs, facilitators, and barriers from the
perspectives of cross-sectoral stakeholders invested in addressing the opioid crisis on a locallevel. This research is grounded in efforts to enhance future collaboration and partnership
between secular and non-secular approaches for addressing opioid-specific issues. Findings
demonstrate both the shared intentions and varied responses between stakeholders within both
secular and non-secular organizations. The findings from these survey results contribute to the
existing literature of the strengths, weaknesses, and differences between secular and non-secular
addiction treatment approaches. This study elucidates where specific bridge-building and
education initiatives could focus on strengthening cross-sectoral ties and where those ties are
already strong. Implications for future research, practice, and policy are discussed.
Keywords: Mixed-methods, surveys, opioid use disorder, faith-based organizations,
cross-sectoral collaboration
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Introduction
In 2017, the opioid epidemic was declared a national public health emergency, attracting
the attention of leaders across health and human sectors (Price, 2017). Opioid use disorder
(OUD) is an issue that crosses cultural boundaries, identities, and beliefs; it impacts people from
all walks of life and requires responses tailored to the unique needs of individuals and
communities impacted in its wake. With an average of 130 people per day dying from opioid
overdoses in the United States alone, efforts to pool resources to combat opioid addiction have
become more important than ever (Center for Disease Control and Prevention (CDC), 2018).
This article focuses specifically on the cross-sectoral partnerships that have emerged between the
faith and behavioral health sectors to address OUD.
Faith-Based Organizations and Health Services
The interests of faith-based organizations (FBOs) and health services entities are rooted
in providing for those in need of care in one form or another. While the values of FBOs and
health entities are sometimes at odds with one another, they are still often complimentary and
almost always intertwined. In areas of health and social services, many resources across the
United States are provided by FBOs (Barnes & Curtis, 2009; DeHaven et al., 2004; Kopacz et
al., 2019; Werber et al., 2012). A White House report indicated that 57-78% of religious groups
in the U.S. actively participate in the delivery of health and social services to the public,
supplementing government funded resources (White House Faith-Based and Community
Initiatives, 2014). Other studies have shown that FBOs play a significant role in the provision of
community integration efforts and mental health support specifically for military veterans
(Kopacz et al., 2019).
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Additionally, community mobilization responses during public health crises and natural
disasters in the United States and abroad prioritize partnerships with FBOs (Santibañez et al.,
2015). In 2005, during emergency responses in the wake of hurricane Katrina, FBOs provided
invaluable services when resources were scarce; their timely ability to respond to the needs of
vulnerable populations has since encouraged more formalized efforts by federal agencies to
integrate FBOs into public health preparation, response, and recovery plans (Santibanez et al.,
2019). In response to the COVID-19 pandemic, the CDC has released specially tailored
guidelines for faith-based organizations offering advice to help them discern how best to practice
their beliefs while keeping their staff and congregations safe (CDC, 2020). These types of crosssectoral considerations exemplify efforts that are mutually beneficial across non-secular and
secular boundaries.
Federal efforts in the last two decades have had bipartisan support for establishing
policies and funding opportunities to support faith-based social service initiatives. These efforts
resulted in the development of the White House Office of Faith-Based and Community
Initiatives under the Bush administration, the Office of Faith-Based and Neighborhood
Partnerships under the Obama administration, and the White House Faith and Opportunity
Initiative under the Trump administration (Roberts-DeGennaro, 2006; Trump, 2018; White,
2009).
While FBOs have strong community ties and a demonstrated commitment to helping
those in need, partnerships with secular care providers is still often limited (Chatters et al., 1998;
Ellison & Levin, 1998; Koh & Coles, 2019; Santibanez et al., 2019). Hesitancy to integrate faithbased services with secular care providers is likely grounded in differences in institutional logics
and core beliefs or priorities (Chatters, 2000; Levin, 2014; Thornton et al., 2012). It is evident
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that a separation of secular and non-secular service providers, whether intentional or inadvertent,
weighs heavily on those seeking support who would benefit from a comprehensive approach
(Barnes & Curtis, 2009). Research in the area of cross-sectoral partnerships between FBOs and
behavioral health, public health, and/or medical entities exists but in large part remains limited to
theoretical exploration and examples of independent instances of collaboration without an
emphasis on generalizability or transferable strategies (Santibanez et al., 2019).
Collaboration for Addressing the Opioid Crisis
Collaborative approaches do exist which include FBOs and behavioral health
stakeholders for addressing OUDs, some of which are supported by the U.S. Department of
Health and Human Services (HHS.gov, 2018 ; Koh, 2015). Recently, calls for partnerships
involving FBOs with a focus on addressing societal challenges like the opioid overdose crisis,
have increased (Davis, 2014). Leading academics in the field of health and religion have
identified that public resource scarcity has increased the need for interdisciplinary partnerships,
even calling them fundamental to the success of shared goals (Levin, 2013; Levin & Hein, 2012).
As collaborative efforts between secular and non-secular stakeholders have displayed success in
the past towards better serving people in need during times of crisis, this partnership must now
be harnessed in response to the urgency surrounding the national opioid crisis.
Although effective evidence-based treatment for OUD exists, nearly four in five
Americans with OUD still never receive any form of treatment (Abuse, 2017). The availability
and implementation of evidence-based treatment for OUD, including medication and behavioral
health treatments, is limited (Lister et al., 2020; Sigmon, 2014). The gap in access to care stems
from challenges related to geographic location and transportation (Rosenblum et al., 2011), the
dearth of professional training and licensed providers (Ellis et al., 2009; McCance-Katz et al.,
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2017), stigma against people with OUD and against medication treatments (Madras et al., 2020),
and financial barriers to seeking care (Abuse, 2017). Efforts for the expansion of service
availability, capacity building, resource awareness, anti-stigma initiatives, and financial support,
would improve access for people who otherwise would not receive treatment. Just as they have
supplemented other public health service gaps, FBOs hold a unique position to offer resources
for such behavioral health improvement initiatives. However, in order to be successful, the
values and priorities of cross-sectoral stakeholders must be carefully understood and thoughtfully
implemented (Koh, 2015).
Current Study
In an effort to identify both the independent and shared goals of secular and non-secular
stakeholders to inform bridge building efforts towards collaborative means of addressing the
local opioid crisis, this study seeks to explore the following research questions: 1) What are the
perceptions of strengths, needs, challenges, and future directions for serving those with OUD for
both secular and non-secular stakeholders? and 2) How are collaborative efforts perceived by
those from secular versus non-secular organizations?
Methods
The current study is a mixed-methods pilot study that quantitatively analyzes qualitative
responses to open-ended survey questions in comparison to participant demographic
characteristics. This study lays the groundwork for continued efforts to evaluate cross-sectoral
collaborative efforts specifically between secular and non-secular stakeholders working in the
field of behavioral health in the Tampa Bay Area of Central Florida. This research focuses on the
self-reported needs and experiences of both groups of stakeholders in the form of qualitative and
descriptive data generated from open-ended survey responses. Demographic information
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describes the population of participants to better understand the similarities and differences
between their respective perceptions. The surveys were administered both electronically and inperson following community education forums aimed at providing information and resources for
faith-based leaders interested in addressing the opioid epidemic within their communities and
congregations.
Study Setting
In response to the national opioid crisis, as calls to action grew imperative, a grassroots
initiative in central Florida was brought together in 2017 consisting of regional faith leaders,
academia, and community partners to address the crisis locally. In 2018, this interdisciplinary
collaboration between community partners, grounded in the strength of their common interests,
resulted in a series of educational forums on the opioid overdose crisis to help educate, reduce
stigma, increase awareness, and facilitate community connections. These forums provided a
platform for building a faith-health-academia relationship to increase awareness of issues and
services related to the behavioral health needs of people and communities affected by the opioid
crisis. The content of the forums focused on sharing the stories of those with lived-experience
either in serving those with OUD or the personal impacts of OUD. The presentations also
focused on providing information about the signs, symptoms, and causes of OUD for those
newly exposed to the issues. Lastly, it offered information on local resources for prevention,
treatment, and sustainable recovery strategies. The goal of these regional cross-sectoral
initiatives was to lay the groundwork for interdisciplinary long-term relationships to help equip
the community as a whole, both sectoral and non-sectoral, for a heightened prioritization of
collaborative care initiatives of individuals with OUD.
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Data Collection
Six Faith Leader Education Forums were held in Hillsborough and Pinellas Counties
between September 2018 and November 2019. Attendees were community stakeholders
including behavioral health professionals, academics, government workers, and those
representing faith-based organizations. There were 197 post-forum surveys collected from
participants of the forums; 35 of which were collected electronically via an online Qualtrics
survey and 162 of which were collected in-person on paper, on the day of the forums. The
surveys were available in both English and Spanish. The surveys included four open-ended
qualitative questions that were analyzed in this study: 1) What was most useful to you from this
forum today? 2) What are the most critical challenges that you and your organization face when
helping to serve people impacted by the opioid epidemic? 3) What do you and your organization
need to feel better equipped to address the opioid epidemic? and 4) What additional topics
would be of interest to you and your community/organization for future forums? Surveys also
collected participant’s age, gender, race/ethnicity, type of organization, and faith denomination
(see Appendix A). All participants were over the age of 18 and provided consent in accordance
with the University of South Florida Institutional Review Board.
Data Analysis
Participant demographics, as well as comparisons between descriptive variables and
coded survey responses, were evaluated using SPSS software. The qualitative responses from the
surveys were evaluated using Atlas.Ti, with an inductive thematic analysis approach (Bernard,
2016). First the surveys were read in their entirety; then the responses were formatted into an
aggregate report in excel along with each respondent’s demographic information. Responses
were divided by the answers to the questions and organized into four separate documents (one
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for each survey questions) that were uploaded and analyzed individually and comparatively in
Atlas.Ti.
Table 1
Survey Collection
Forum Date
September
20th, 2018
October,
29th, 2018
April 13,
2019
June 19,
2019
October 24th,
2019
November
13th, 2019
Total

County

Name of Forum

Pinellas

Pinellas Faith Leaders Forum: Faith and
Behavioral Health- The Recovery From
Substance Use
Hillsborough Faith Leaders Forum on the
Opioid Crisis
Hillsborough Muslim Community Faith
Leaders Forum on Opioid Crisis
Hillsborough Hispanic Community Faith
Leaders Forum on the Opioid Crisis
Pinellas Mental Health and Substance Use
Action Forum
Lost Connections: Revolutionary Views on
Drug Abuse and Mental Health

Hillsborough
Hillsborough
Hillsborough
Pinellas
Hillsborough

# of
Surveys
12
26
36
29
72
22
197

Initial codes for the qualitative analysis were developed inductively during initial
readings of the grouped responses by two researchers. The codes were refined by the two
researchers to remove redundancies, resulting in 17 unique codes (see Appendix A for codes and
code definitions). Interrater reliability was measured at 90% accuracy, conducted by both
researchers separately coding the first page of responses for each of the four survey questions
and comparing results. Together they coded all four documents, and when the rare discrepancy
occurred they discussed it until a unanimous decision was agreed upon. The four coded
documents, each compiled of the responses to one of the four open-ended survey questions,
were identified based on the topic of the question: 1) usefulness; 2) challenges; 3) needs; and 4)
future interests. The same codebook was used for coding the answers to each of the four
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questions, allowing for comparison of findings between topics. Exemplary quotes were identified
and included to demonstrate a more in-depth intention of survey responses.
Since responses to the open-ended questions were succinct, a quantitative analysis was
undertaken to assess them based on frequency and associations with respondent
demographic/descriptive variables. Once all responses to the four open-ended questions were
coded using the 17 unique codes, the codes were added to the aggregate excel report. The excel
report, now complete with codes for the responses and demographic/descriptive variables for
each participant, was imported to SPSS. First, descriptive analysis was conducted to determine
the demographic characteristics of participants, distributed based on their organization type
(secular vs. non-secular). Next, multiple response sets were created for each question to account
for responses to questions that contained more than one code. Multiple response frequencies
were conducted to confirm the prevalence of each code within the responses to each question.
Next, crosstabulations were conducted to evaluate patterns of response type for each question
based on the type of organization (secular vs. non-secular). Finally, a chi-square test of
independence was conducted to further evaluate the relationship between response variables for
each question and organization type (p<.05).
Findings
Demographics
The demographics presented in Table 2 are separated by secular and non-secular
organization type. Overall, the majority of participants identified as being part of the “secular”
group (n=142) that consisted of reporting either academia (7.1%), behavioral health, (18.8%),
government (9.6%), health care (14.7%), social services (7.1%), or other (7.6%). Those
identified as being associated with a faith-based organization (27.9%) were part of the “non-
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secular” group (n=55). Participants also reported identifying with 17 different faith
denominations, the distribution of which is displayed in Table 2.
Participants from secular organizations were mostly female (70.4%), most commonly
between the ages of 45-64 (34.5%), and mostly White Non-Hispanic (52.1%). Those from nonsecular organizations were mostly male (56.4%), also mostly between the ages of 45-64 (32.7%)
and were also mostly White Non-Hispanic (36.4%). However, those from non-secular
organizations had a higher proportion of people over the age of 65 (20%) as compared to those
from secular organizations (8.5%), fewer Black/African American participants (10.6% compared
to 18.3%), and more Hispanic/Latino/Spanish Origin participant (30.9% compared to 20.4%).
Both groups consisted of a majority of people identifying as a denomination of Christianity
(58.9% secular and 69% non-secular). A detailed table of specific self-reported faith
denominations can be found in Appendix B. Notably, those from secular organizations had a
larger percentage of Catholics (10.6%) than non-secular organizations (1.8%) and a smaller
percentage of Muslims (8.2% secular) as compared to non-secular organizations (18.% nonsecular).
Survey Response Frequencies
Of the 197 surveys collected, 141 (71.6%) responded to question one, 122 (61.9%)
responded to question two, 54 (27.4%) responded to question three, and 65 (33%) responded to
question four. The cross-tabulated frequencies of coded responses for each question was divided
by type of organization (see Tables 3-6). The responses to the questions were qualitatively
analyzed using multiple codes, resulting in higher occurrences of coded responses than the
number of participants who responded (i.e. cases). A table with total response frequencies appear
in Appendix C.
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Table 2
Demographics of Participants
Secular
(n=142)
Baseline Characteristic (N= 197)
Gender
Female
Male
Missing
Age
18-24
25-44
45-64
65+
Missing
Race/Ethnicity
White/Not Hispanic or Latino or Spanish Origin
Hispanic or Latino or Spanish Origin
Black/African American
Asian
Missing
Faith Denomination
Christian
Muslim
Other
None
Missing

Non-Secular
(n=55)
N
%

N

%

100
33
9

70.4%
23.2%
6.3%

17
31
7

30.9%
56.4%
12.7%

3
45
49
12
33

2.1%
31.7%
34.5%
8.5%
23.2%

4
11
18
11
11

7.3%
20.0%
32.7%
20.0%
20.0%

74
29
26
6
7

52.1%
20.4%
18.3%
4.2%
4.9%

20
17
6
6
6

36.4%
30.9%
10.9%
10.5%
10.9%

86
12
3
13
32

58.9%
8.2%
2.1%
8.9%
21.9%

38
10
0
0
7

69%
18%
0%
0%
13%

Question One - Most Useful from the Forum
As can be seen in Table 3, “What was the most useful for you from the forum today”,
over half of the responses from both secular and non-secular organizations mentioned
information received at the forums was most beneficial (42.4% secular and 46.5% non-secular),
with comments such as “Access to resources, pamphlets to share with clients”, “The ways that
opioids effect someone in different ways”, and “Beginning to understand the resources and the
epidemic itself.” They mostly discussed the benefits of receiving more information related to
education and knowledge on the causes, impacts, and solutions for OUD.
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The next most frequent responses were for lived experience (15.2% secular, and 9.3%
non-secular), cross collaboration (11.2% secular, and 11.6% non-secular), and faith-based
collaboration (10.4% secular, and 11.6% non-secular). The most frequent responses are
exemplified by quotes such as “Hearing from people who are in recovery what they benefitted
from, and what services they used that worked for them” (lived experience), “Seeing faith
leaders and clinicians legitimize each other's approach to recovery” (faith-based collaboration),
“Seeing that faith-based organizations are taking part in this crucial matter” (faith-based
collaboration), and “Getting people from different parts of the community together” (cross
collaboration).
For lived experience, the discussion mostly provided positive feedback on the impact of
personal testimonies and story sharing that took place at the forum. Participants felt this
contributed to a deeper understanding of and empathy for the complexities and challenges facing
those with OUD. For cross-collaboration, the responses reflected the benefits from a sense of
interagency partnership that took place at the forum between secular stakeholders. Meanwhile,
faith-based collaboration statements explicitly acknowledged the cooperative efforts between
secular and non-secular stakeholders. Participants seemed to appreciate the platform for
communication between stakeholders who do not typically have the opportunity to interact with
one another on this topic.
Secular and non-secular organizations were compared for responses noted as most
helpful (see Figure One). In the crosstabulations, when adjusted for distribution amongst the
sample sizes, there did not appear to be strong differences between the top responses based on
the type of organization (secular vs. non-secular). A chi-square test of independence was
performed to further examine the relationship between survey responses and type of
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organization. The relationships between these variables were not significant, though there was a
trend towards significance for information, χ2 (2, N=141) = 5.312, p<.10.
Table 3
Question One- Most Useful from the Forum
Coded Response
Information
Lived Experience
Cross Collaboration
Faith-Based Collaboration
Resources
Networking
Community Support
Specific Populations
Total

Secular
n
%
53
42.4%
19
15.2%
14
11.2%
13
10.4%
10
8.0%
8
6.4%
6
4.8%
2
1.6%
125 100.0%

Non-Secular
n
%
20
46.5%
4
9.3%
5
11.6%
5
11.6%
1
2.3%
5
11.6%
3
7.0%
0
0%
43
100.0%

Total
N
73
23
19
18
11
13
9
2
168

%
43.5%
13.7%
11.3%
10.7%
6.5%
7.7%
5.3%
1.2%
100%

Figure 1
Question One- Most Useful from the Forum
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Non-secular
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Faith-based
collaboration

Question Two - Most Critical Challenges
As can be seen in Table 4 “What are the most critical challenges that you and your
organization face when helping to serve people impacted by the opioid epidemic?”, most
respondents said that resources were the most critical issue (18.9% secular and 14.6% nonsecular). This included statements that reflected not a lack of access to resources or a lack of
knowledge of existing resources, but rather, specifically, a lack of tangible services in their
community for the treatment and prevention of OUD. The next most frequent responses showed
that stigma (12.6% secular and 12.2% non-secular), other contributing factors (9.4% secular and
9.8% non-secular), and access (9.4% secular and 7.3% non-secular) were also critical challenges.
These findings were exemplified in quotes such as “substance abuse treatment and prevention”
(resources), “It is hidden.. No one wants to talk about it” (stigma), “Efficacy of access points,
not easy to access treatment for people in crisis” (access), “Getting treatment for clients,
housing/beds for homeless addicts” (resources/access), “Community acceptance of the people to
whom we minister” (stigma) and, “Funding, access to services for the uninsured, quality
providers for uninsured.” (contributing factors).
For statements coded as stigma, respondents emphasized barriers to providing services
and care for those with OUD based on shame, denial, and a lack of transparency around the
problem. They reported that addiction was something typically avoided rather than
acknowledged and appropriately integrated into conversation, community awareness, and other
services. Other contributing factors that were discussed as barriers to serving those with OUD
included the use of other drugs (e.g. marijuana, methamphetamines), poor nutrition and health
care, lack of insurance, and unhealthy family dynamics.
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Table 4
Question Two- Most Critical Challenges
Coded Response
Resources
Stigma
Contributing Factors
Access
Finances/Cost
Specific Populations
Engagement
Information
Mental Health
Family Support
Personal Faith
Community Support
Faith-based
Collaboration
Cross Collaboration
Education/Training
Total

n
24
16
12
12
11
9
7
7
7
7
5
3
3

Secular
%
18.9%
12.6%
9.4%
9.7%
8.7%
7.1%
5.5%
5.5%
5.5%
5.5%
3.9%
2.4%
2.4%

3
1
127

2.4%
0.8%
100.0%

Non-Secular
n
%
6
14.6%
5
12.2%
4
9.8%
3
7.3%
3
7.3%
0
0%
7
17.1%
3
7.3%
2
4.9%
2
4.9%
1
2.4%
2
4.9%
1
2.4%

N
30
21
16
15
14
9
14
10
9
9
6
5
4

%
17.8%
12.5%
9.5%
8.9%
8.3%
5.3%
8.3%
6%
5.3%
5.3%
3.6%
3%
2.3%

0
1
41

3
2
168

1.8%
1.2%
100%

0%
2.4%
100.0%

Total

As can be seen in Figure Two, a comparison between coded responses to Question Two
and the type of organization revealed that the biggest challenges reported by people from nonsecular organizations varied from those from secular organizations; those from non-secular
organizations reported that issues related to engagement were their most critical challenges
(17.1%), followed by resources (14.6%) and stigma (12.2%). They felt that establishing
connections with people in need of service was a major challenge preventing them from helping
members of their community struggling with OUD. They acknowledged a lack of quality and
readily available resources for helping people within their community and stated that stigma
played a role in preventing transparency and communication of the issues related to OUD as well
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as their willingness to seek help. Meanwhile, secular organizations most often reported that
resources (18.9%), stigma (12.6%), and contributing factors (9.4%) were the biggest barriers.
The chi-square test showed there was a significant association between responses for
engagement as a critical challenge. Those from non-secular organizations were more likely to
report engagement as a critical challenge than those from secular organizations, χ2 (2, N=122) =
7.021, p<.05.
Figure 2
Question Two- Most Critical Challenges
20%
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18%

Non-Secular

*

16%
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Contributing
Factors

Access
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Question Three - Organizational Needs
Table 5 displays the third question “What do you and your organization need to feel
better equipped to address the opioid epidemic?” The most frequent response to this question
was information (e.g., need for more or better understanding and knowledge of issues related to
substance use, OUD, and/or behavioral health) (23.6% secular and 29.4% non-secular).
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Responses to this question that were coded as information mostly referred to the need for
organized indexes connecting people to available community resources and making sure this
information was readily available. Responses that reflected the need for information included the
comments “a list of resources, how to access #s”, “more info. on prevention and alternative
medications”, “more information and resources in Spanish for people who are undocumented,”
and “increasing awareness of community resources to clients.”
Table 5
Question Three- Organizational Needs
Coded Response
Information
Resources
Cross Collaboration
Education/Training
Faith-based Collaboration
Access
Engagement
Finances/Cost
Community Support
Contributing Factors
Family Support
Mental Health
Lived Experience
Personal Faith
Total

Secular
n
13
8
7
4
3
3
3
2
2
2
1
1
1
1
55

Non-Secular
n
%
5
29.4%
1
5.9%
2
11.8%
1
5.9%
3
17.6%
2
11.8%
0
0%
1
5.9%
0
0%
0
0%
1
5.9%
1
5.9%
0
0%
0
0%
17
100.0%

%
23.6%
14.5%
12.7%
7.3%
5.5%
5.5%
5.5%
3.6%
3.6%
3.6%
1.8%
1.8%
1.8%
1.8%
100.0%

Total
N
18
9
9
5
6
5
3
3
2
2
2
2
1
1
68

%
26%
13%
13%
7%
9%
7%
4%
4%
3%
3%
3%
3%
1%
1%
100%

The next most frequent responses were resources (14.5% secular and 5.9% non-secular),
cross collaboration (12.7% secular and 11.8% non-secular), education/training (7.3% secular and
5.9% non-secular),and faith-based collaboration (5.5% secular and 17.6% non-secular).
Examples of responses for these included “more and ongoing relationships with people in the
professional mental health community” (cross collaboration), “more resources that can see
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clients faster. More co-occurring mental health treatment that can take some of the more severe
mental health/substance abuse cases,” (resources), an, “more faith leaders (Pastors) committed
to assisting in creating a healthier community” (faith-based collaboration). Similar to the
finding from Question One, statements about cross collaboration were about partnerships with
secular service providers, while faith-based collaboration acknowledged a need for integration of
faith leaders, FBOs, and/or religion/spirituality into the system of care for OUD. Those coded as
resources reflect a need for more applied solutions to the community’s behavioral health needs.
Figure 3
Question Three- Organizational Needs
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Evaluating the cross tabulations of responses revealed that while a need for crosscollaboration was reported at similar rates between secular (12.7%) and non-secular (11.8%)
organizations, faith-based collaboration was reported much more frequently by non-secular
(17.6%) than by secular (5.5%) organizations. This trend indicates a mutual recognition for the
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need for partnership but a weaker prioritization for the integration of faith-based collaboratives
by those who were not already coming from non-secular organizations. Additionally, secular
organizations (14.5%) endorsed resources at a higher percentage than non-secular organizations
(5.9%). However, the chi-squared test revealed there was no statistically significant association
between responses to Question Three and organization type.
Question Four - Additional Areas of Interest
Table 6 describes Question 4, “What additional topics would be of interest to you and
your community/organization for future forums?” The two most common overall responses were
an interest in mental health and in more information, each accounting for 16.9% of all responses.
Examples of statements demonstrating these interests included “All mental health, substance
use, co-occurring diagnosis” (mental health), “Turn-key training and strategic solutions for
faith-based organizations to manage drug use and mental health among their congregation”
(mental health and information), and “A directory or web-based application to look up places of
help to refer persons out to” (information). The next most frequent responses to this question
were contributing factors (15.4%), faith-based collaboration (13.8%), and specific populations
(12.3%). Examples of these include “The connection between marijuana use and vulnerability to
opioid abuse later” (contributing factors), “how to work with all the church ministries” (faithbased collaboration), and “issues related to undocumented families during an anti-immigrant
government administration, getting services to those families,” (specific populations).
Comparing responses between secular and non-secular organizations, the two biggest
differences were a desire for future focus on faith-based collaborations (secular 5.1% vs. nonsecular 26.1%) and specific populations (secular 13.6% vs. non-secular 0.0%). It was mostly
non-secular organizations that reported wanting future efforts to focus on the work of faith,
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religion, the church, and its clergy in collaboration with non-faith-based providers and resources
and was a lower priority for those from secular organizations. Those from secular organizations
were more interested in learning more about the care, causes, and impacts of OUD and cooccurring illnesses for specific populations like youth, veterans, and immigrants. Comparatively,
not a single person from a non-secular organization endorsed wanting to know more about
serving people from specific populations.
Table 6
Question Four- Additional Areas of Interest
Coded Responses
Information
Mental Health
Specific Populations
Contributing Factors
Resources
Cross Collaboration
Community Support
Faith-based Collaboration
Lived Experience
Family Support
Education/Training
Access
Personal Faith
Stigma
Total

Secular
n
9
8
8
7
6
5
4
3
3
2
1
1
1
1
59

%
15.3%
13.6%
13.6%
11.9%
10.2%
8.5%
6.8%
5.1%
5.1%
3.4%
1.7%
1.7%
1.7%
1.7%
100.0%

Non-Secular
n
%
2
8.7%
3
13.0%
0
0%
3
13.0%
1
4.3%
1
4.3%
1
4.3%
6
26.1%
1
4.3%
3
13.0%
1
4.3%
1
4.3%
0
0%
0
0%
23
100.0%

Total
N
11
11
8
10
7
6
5
9
4
5
2
2
1
1
82

%
13%
13%
10%
12%
9%
7%
6%
11%
5%
6%
2%
2%
1%
1%
100%

A chi-square test was performed to further examine the relationships between these
variables. A significant association was found between responses for specific population and
type of organization (χ2 (2, 65) = 5.870, p < .05), indicating those from secular organizations
were more likely to report wanting to know more about specific populations. A significant
association was also found between responses for more faith-based collaboration and type of
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organization (χ2 (2, 65) = 9.361, p <. 01, indicating those from non-secular organizations were
more likely to report an interest in future initiatives focused on faith-based collaboration.
Figure 4
Question Four- Additional Areas of Interest
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Discussion
The findings in this study reveal both similarities and differences between secular and
non-secular stakeholders allowing for a deeper understanding of the values and needs within
each group that may be operationalized towards collaborative approaches for serving
communities impacted by OUD. An analysis of this nature, which considers both demographiclevel characteristics as well as qualitative responses comparatively between secular and nonsecular stakeholders has not been previously conducted. Understanding the unique needs,
challenges, and values of cross-sectoral stakeholders is fundamental for creating and applying
tailored responses to the opioid crisis amongst diverse communities and for building literature
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which accounts for both secular and non-secular approaches. The diversity of the participants in
this study portrays an approximate representation of the demographics of the Florida population,
allowing for conclusions to be applied more generally. For example, according to the Pew
Research Center’s National Religious Landscapes Study, the religious composition of adults in
Florida consists primarily of Christian faiths (70%), with 6% non-Christian faiths including 3%
Jewish and less than 1% Muslim, and 24% of people claiming they are unaffiliated or a religious
“none” (Miller, 2008). So while this study evaluated forum participant responses, the majority of
which were people of Christian faith, the Christian and Jewish denominations were slightly
under represented, with the Muslim faith represented at a higher rate than is representative of the
state’s population. Additionally, according to the 2010 census, the racial distributions of Florida
are 77.3% White (53.5% Non-Hispanic White), 16.9% African American, 2.9% Asian American,
and 0.5% Native American, with 25.6% being Hispanic or Latino (of any race) (United States
Census Bureau, 2010). The demographics of the participants in this study were not overtly
dissimilar to the state population.
The variation in responses between types of organizations aligned with the original
hypotheses; those from non-secular organizations consistently offered more faith-specific
responses, namely, they reported more desire and need for faith-based collaboration. However,
based on the frequencies of their responses, they also indicated a greater value for information,
greater challenges due to engagement, and consistently less concern for resources as compared to
those from secular organizations. These findings may indicate a willingness of those from nonsecular organizations to learn more about causes, solutions, and impacts of OUD. The fact that
engagement was acknowledged as a challenge significantly associated with non-secular
organizations may be indicative of two things: they do not feel they are serving those in need as
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readily as they would like; and they have an interest in improving strategies to more effectively
engage with people in their communities struggling with the impacts of OUD. The lesser
frequency of statements related to resources made by those from non-secular organizations
versus those from secular organizations may indicate that the challenge for engaging does not
come from a lack of available services as stated by others (e.g. a lack of beds, a lack of
providers, a lack of insurance or funding, etc.), but rather from an approach that is misaligned
with the needs or preferences of the community they are willing and wanting to serve.
Within secular organizations, those from academic institutions were the only sub-group
to endorse statements indicating the value of faith-based collaboration. So, while non-secular
organizations and academics reported on the value of collaboration across faith-based
boundaries, those in other secular industries do not necessarily share this priority. They may not
think a faith-based approach would benefit them or are simply focused on other elements of
health care delivery. These discrepancies in priorities highlighted similarities and operational
differences in values between those from different organizations.
Opportunities for Collaboration
These differences could represent a missed opportunity for collaborative efforts to serve a
shared mission and a shared population. The institutionalized separation between secular and
non-secular stakeholders in addiction services may be in part because of entity-specific values as
demonstrated in this study, but these differences are likely perpetuated by unique distinctions in
infrastructure and service expectations. Through attempts to build partnerships and leveraging
the strengths of each entity, mutually exclusive challenges may be mitigated for the sake of
achieving shared goals.
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One strength of non-secular organizations is that religion/spirituality is shown to be a
resiliency factor for individuals and communities (Ellison, 1991; Putnam, 2000). Non-secular
organizations often function on religious values that promote a drug-free lifestyle, inclusive of
families and supportive social networks, buffers to life-stressors, and facilitate life meaning
(Benda & Corwyn, 2000; Kendler KS, 1997; Laudet et al., 2006). Another possible benefit of
non-secular organizations that provide social services is they are often financially sustained by
church congregations and private in-kind donations rather than reliant on state, federal, or public
funds like other non-profit and social service providers (Ebaugh, Chafetz, et al., 2005).
These funding mechanisms allow them to function not only with religious autonomy but
also with less accountability to external requirements and more flexibility in their service
delivery (Saperstein, 2003). This flexibility may allow them to be more effective for hard-toreach at-risk populations through their use of small, community-based interventions and more
responsive in a climate where government-funded programs are facing budget constraints against
a high demand for services (Kramer, 2010). Another strength in serving people with addiction
comes from the alignment of their values that promote social cohesion, healthy rituals, and an
empathetic nurturing approach for those in need, all elements that align with successful and
sustainable treatment practices for those in addiction recovery (Miller, 1997; Neff et al., 2006;
Simpson, 2004).
Some of the strengths of secular organizations might help with the challenges facing nonsecular organizations, particularly with regards to engagement and access to information. Since
secular organizations do typically rely on state and federal funding mechanisms, they are more
often required to report service utilization and outcomes transparently to their funding agency.
These reporting requirements promote the measurability of interventions and outcomes, in turn
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supporting utilization of standardized and evidence-based practices (Walter et al., 2005). If nonsecular organizations more readily adopted outcome measurement protocols and evidence-based
practices, they might be more appealing to potential secular partners and promote an exchange of
cross-sectoral information and collaboration (Fischer & Stelter, 2006).
A challenge presented by strict reporting requirements is they are cumbersome and the
reliance on documentation and standardization of services can diminish the service quality,
particularly for interpersonal and therapeutic interventions (Blumenthal & McGinnis, 2015;
Lindenauer et al., 2014). When clinical attention becomes focused on mollifying procedural
guidelines rather than offering tailored services with appropriate time, attention, and dedication
to the individuals being served, outcomes suffer (Chaitoff et al., 2017; Manary et al., 2013).
Non-secular organizations may have largely escaped the challenges of aggregate reporting and
standardized documentation through the use of private funding mechanisms, which could help to
facilitate effective and values-based interpersonal interactions. However, a lack of measurable
outcomes portrays a less reliable approach and contributes to perceptions their interventions are
less effective (Ebaugh, Saltzman Chafetz, et al., 2005; Terry et al., 2015). This impacts not just
public opinion, funding, and referrals, but also individual-level perceptions of clients who may
be considering utilizing a non-secular program for their recovery services (Gibelman & Gelman,
2002; Wuthnow et al., 2004). If secular organizations embraced partnership with non-secular
organizations to utilize their community-level resiliency factors and service flexibility, and nonsecular organizations pursued partnerships with secular organizations to benefit from their
evidence-based practice, public acceptance, and information resources, both entities would likely
see improvements to resources, access, and engagement.
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Limitations
The most important limitation to this study was the missing open-ended responses from
the surveys. Less than half of those who responded to Questions One and Two also responded to
Question Three and Four, presenting some barriers to the reliability of quantitative analyses that
could be conducted. Ideally, with a more complete dataset, additional analyses between patterns
of responses and characteristics of respondents would be possible. As the methodology
undertaken was a mixed methods approach, the analysis of the responses was rich and thorough,
still contributing new and useful insight to the body of literature and laying a path for future
research. Additionally, it should be noted there is likelihood of a selection bias for the sample
represented in this study. Since survey responses were collected from participants to the survey,
their mere attendance at the forum is an indicator they were at least aware of issues in their
communities related to OUD, were likely concerned, and possibly already involved in providing
solutions.
Implications for Behavioral Health
Research
This study lays the groundwork for understanding the nuances between the relationships
of secular and non-secular stakeholders who are serving a variety of communities and attending
to the opioid crisis. Before now, this type of analysis has not been applied for these purposes, and
the findings provide a contextual basis for future work in this area. Future research should build
off of this study’s preliminary findings, and the supportive work that has come before it, to more
effectively demonstrate the tangible negative impacts of a separatist approach as well as the
potential benefits from more mutually accepting collaborations. Specifically, we need to more
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accurately understand the relationships between institutions in each sector, particularly in their
shared community settings, and the outcomes associated with their delivery of care.
Practice
The findings of this study establish a functional baseline to strengthen current
collaborative efforts and guidelines for creating new ones. On a fundamental level, the goal in
this area of service for both sectors, secular and non-secular, are the same: to provide care for
people in a way that results in sustainable behavior change for a holistic recovery from their
addiction. However, the fundamental differences between their functioning priorities may
establish competition between the institutions rather than partnerships. With more attention given
to their similarities on the basis of intention, approach, and community, each sector may be more
inclined to collaborate with the other to provide for the needs of the people they are serving more
holistically, individually, and comprehensively. For instance, if both secular and non-secular
service providers were willing to refer clients to one another based solely on the individual
biopsychosocial needs of the client, the addiction recovery arena could achieve a more equal
distribution of resources. Community, social, and interpersonal engagement needs may be met
more fully by the non-secular organizations that have displayed connection and community
building efforts as components of their core values and operationalizable strengths. Meanwhile,
more physical and medical needs such as detox, medication, and health care services might be
better served by a local behavioral health treatment facility. An exchange of information and
evidence-based solutions would be more fluid, and each sector would feel better equipped to
serve based on their own expertise in the arena.
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Policy
Religious organizations in the United States have historically been an integral part of the
social services systems, though prior to the “Charitable Choice” provision of 1996, they were
largely ineligible for government funding sources available to other social service providers.
Debate for this provision ensued during President George W. Bush’s campaign for presidency as
he advocated for the utilization of more government funds to support religious congregations
providing social services as a component of his “compassionate conservatism” platform (Pipes &
Ebaugh, 2002). Though since this initiative each succeeding president has upheld the purpose of
the “Charitable Choice” provision, reports still show few religious congregations actually receive
government funding for their social services contributions (Bielefeld & Cleveland, 2013;
Ebaugh, Saltzman Chafetz, et al., 2005). Existing studies have evaluated this phenomenon and
found that religious entities are dissuaded from seeking government funding, holding negative
perceptions of government support and preferring other funding mechanisms for purposes of
functioning autonomously and in ways that prioritize their religious approaches to service
(Ebaugh, Chafetz, et al., 2005; Pipes & Ebaugh, 2002).
The separation of secular and non-secular entities, even when pursuing shared objectives,
is maintained by the differences between funding mechanisms, policies, and procedural
guidelines. The differences in values and beliefs regarding best practices for addiction treatment,
as well as disparities in knowledge and information, may be reasons that non-secular
organizations seek more autonomous funding rather than collaborating under the umbrella of
shared resources with secular entities. Collaborative efforts may be more realistically achieved
through a standardization of funding opportunities, service practices, and reporting requirements.
Policy changes that support systemic adjustments to the role that secular and non-secular
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stakeholders play, particularly in regard to their accountability and reporting requirements
independent of funding mechanisms, may also help to leverage cross-sectoral strengths, mitigate
weaknesses, and pursue a shared objective.
Conclusion
This study highlights existing strengths in collaborative efforts and also targets specific
gaps to identify areas for improved education and partnership efforts within both secular and
non-secular organizations. It frames the importance of community-level understanding and
cross-sectoral buy-in to engage diverse stakeholders in mutual and collaborative problem-solving
initiatives. The insights in this article are an attempt to facilitate a new perspective on the
development of sustainable and mutually beneficial partnerships between secular and nonsecular stakeholders. Future work should remain grounded in the needs and perspectives of these
stakeholders to most effectively create change within our shared communities. The findings from
this study should be shared with community partners and planning committees to shape future
efforts with tailored education and resource sharing. Stronger partnerships may help point to
better practices and influence a paradigm shift that carries the potential of making a greater
collective impact for treating those impacted by OUD.
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CHAPTER 3: MANUSCRIPT 2
A Geographic Mapping Analysis of Secular and Non-Secular Community Resources for
Addiction and Opioid Overdoses
Abstract
This exploratory study uses Geographic Information System (GIS) software to
geospatially examine the relationships between locations of places of worship, locations of
opioid addiction treatment facilities, residencies of people who have died by opioid-related
overdoses, as well as demographic and community social vulnerability index (SVI) factors in
two counties in West Central Florida. It seeks to answer the question; Are places of worship a
feasible resource for improving community-level responses and prevention for opioid-related
overdoses in high-risk areas? The study is framed by an evaluation of the existing literature on
geographic and demographic indicators and risk factors for opioid-related overdoses and opioid
treatment seeking behavior. The theoretical impetus of this study is supported by prior work
which establishes religious social capital as a potential community-level protective factor for
various health outcomes, including addictive behaviors. Both the descriptive maps and
quantitative geospatial analyses show clusters of people who have overdosed in relation to places
of worship, layers feature points for location variables over SVI factors, uses buffer analyses and
a bivariate model to map proximities and compare per capita densities between feature point
variables. Findings elucidate the availability and opportunities, at least geospatially, of places of
worship as vectors of community-level resources for opioid-overdose prevention. Future
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research and implementation efforts which prioritize behavioral health partnerships between
secular and non-secular stakeholders are discussed.
Keywords: Non-Secular, Opioid-Related Overdose Death, Places of Worship, Treatment
Facilities, Social Vulnerability Index, Geographic Information System (GIS), Community

Introduction
Opioid-related overdoses (ODs) impact diverse populations throughout the United States
(Cicero et al., 2014). Still, a third of all people in the US who enter addiction treatment do not
complete it; research has shown that socioeconomic and minority statuses contribute to treatment
seeking and treatment completion disparities (Saloner & Cook, 2013). Emerging research on
population differences amongst people who specifically use opioids has focused mostly on the
unique experiences and resources for people in rural versus urban settings and between different
race and ethnicities, showing that the demographics of people who use opioids has shifted from
predominantly urban and minority populations to include more rural/suburban and white
populations (Paulozzi & Xi, 2008). As the increase of opioid-related overdoses continues to
strike diverse communities, it has become clear that more work is needed to better understand
other potential determining factors in order to tailor community-level responses and solutions
(Cicero & Kuehn, 2014; Dunn et al., 2016).
Geographic and Demographic Indicators
Existing literature has established that addiction-related mortality and morbidity risk
factors, including more limited access to addiction treatment resources, are higher than those in
urban settings (Dunn et al., 2016; Rigg & Monnat, 2015; Rosenblum et al., 2011; Stein et al.,
2015; Wang et al., 2013). The addiction treatment disparities based on geographic location are

48

interrelated with those based on race and ethnicity. For example, one study utilized mapping to
demonstrate the distance travelled for access to outpatient treatment programs from samples
across the United States. They found that most treatment facilities are located in urban settings in
zip codes that are predominantly populated by racial and ethnic minorities (Rosenblum et al.,
2011). However, findings showed that within rural populations, those who are White (NonHispanic) are more likely to travel further distances to access treatment than rural minorities,
indicating perhaps more resources to travel and the impacts of fewer treatment resources in rural
areas.
Other research on racial and ethnic indicators of addiction outcomes has shown that nonHispanic White Americans are more likely than members of all racial minority groups to address
substance use by accessing care through certified substance abuse facilities (i.e. facilities that
employ specialists to treat their patients) rather than through other non-addiction specific health
care facilities (Lo & Cheng, 2011). The quality of care is also varied based on geographic
location and race/ethnicity. A study that evaluated 591 rural and urban treatment facilities found
that rural centers had less access to highly educated counselors, were more dependent on public
funding, offered fewer wrap-around services, and were less likely to prescribe agonist therapies
(e.g. buprenorphine) as part of their treatment (Bond Edmond et al., 2015). Opioid agonist
therapies, a standard of care for the treatment of opioid use disorders (OUD), have also been
repeatedly found to be disproportionately utilized by White people. One study found that African
Americans were half as likely as White Americans to enter methadone programs (Lundgren et
al., 2001), and another study found that opioid agonist therapy program availability increased at
the highest rates in areas that had the highest income and the lowest populations of African
Americans, Hispanics, and low-income residents (Hansen et al., 2016). Additionally, addiction-
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related mortalities have been shown to be higher in areas with lower socioeconomic strata
(Probst & Rehm, 2018; Rehm & Probst, 2018).
While the demographics of people who die by opioid-related overdose have become less
homogenized in recent years ((Rigg et al., 2018), socio-economic status, race and ethnicity, and
geographic location all remain determinants that impact treatment seeking and treatment access.
There is empirical evidence to show that overdose occurrences are reduced subsequent to
addiction treatment, particularly when treatment involves a pharmaceutical opioid agonist
therapy (Hall & Farrell, 2018; Stewart et al., 2002). In response to this knowledge and the impact
that opioid-related overdose has on diverse populations, research should focus on identifying
new ways to improve access and utilization of OUD treatment. Due to its influence across
cultural, demographic, geographic, and societal boundaries, the impacts of religious involvement
is one cultural and social factor that should be explored more deeply.
Religious Social Capital and Addiction
Empirical studies have shown that church attendance is a correlate of positive health care
practices and health-related help-seeking behaviors especially for some of the most vulnerable
populations and amongst Hispanic and African American communities (Felix Aaron et al., 2003;
Ishikawa et al., 2010; Moreno & Cardemil, 2013). Other research has shown religion and poverty
connected on a demographic level in the United States and internationally, as both a predictive
factor and as a resource of motivation and alleviation (Hoverd et al., 2013; Hoverd & Sibley,
2013; Schweiger, 2019). Following the trends of this evidence, church and other faith-based
organizations present opportunities towards improving the health of low‐income and minority
populations (Felix Aaron et al., 2003). Religiousness and spirituality (R/S) is cited as enhancing
quality of life through higher levels of life satisfaction, emotional well-being, and buffers from

50

stressors (Ellison, 1991; Miller & Thoresen, 2003). It is a protective factor against the onset of
drug and alcohol disorders because it promotes parental and familial attachment (Benda &
Corwyn, 2000), facilitation of social relationships, life meaning (Laudet et al., 2006), and antidrug expectations (Kendler KS, 1997; Kulis et al., 2012).
Religious social capital is a theory defined as the social resources available to individuals
and groups through their social connections with a religious community (Maselko et al., 2011).
R/S involvement is a component of these social networks that yield supportive relationships and
norms which contribute to the attainment of good health and well-being and as a protective
factor against addiction. While high-poverty areas might struggle to maintain other social
systems which promote community safety and cohesion, religious social capital, supported
through faith-based institutions and places of worship, offers an opportunity for fostering
stability (Ammerman & Farnsley, 1997; Cnaan, 1999).
Religious social capital, like traditional social capital, is created through the connections
to resources embedded in social relationships and communication networks. This connectivity
can be both formal (e.g. serving on a board) or informal (e.g. attending a social gathering) and
can be beneficial on a micro-level (e.g. individual) or a macro-level (e.g. community/societal)
(Yeary et al., 2012). Places of worship are recognized as producers of social capital, particularly
religious social capital, which serves to benefit the internal church community but also the
surrounding broader community (Eng et al., 1985).
Studies which examine religious social capital as a mediator for health outcomes have
focused primarily on church attendance and religiosity as individual-level determining factors
(Oman & Reed, 1998). Although, higher levels of self-reported religiosity have also been
correlated with higher participation in community service (Youniss et al., 1999). While religious
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social capital has been linked to the improved delivery of health and social services (Barnes &
Curtis, 2009; DeHaven et al., 2004; Kopacz et al., 2019; Werber et al., 2012), limited research
has been conducted to determine whether the mere presence of places of worship (PoWs) can be
linked with community-level health outcomes like opioid-related overdose (Kinney & Winter,
2006).
Places of Worship
One study assessed R/S factors, including proximity to religious institutions, with
adolescent use of tobacco, marijuana, and alcohol. Using logistic regression, they found that
levels of protective factors for adolescent substance use varied based on the religious factor
being measured. Proximity to a religious institution was found to only be a protective factor
against alcohol consumption (Mason et al., 2012). Another study focused on community
development, which utilized geographic information system (GIS) software evaluating church
clusters, concluded that churches were contributors to community stability particularly in highpoverty neighborhoods (Kinney & Winter, 2006). Research has also been conducted on the
sociological implications of a strong religious institutional base and violent crimes. This work
found that rural violent crime rates on average were consistently lower where there were more
churches per capita (Lee, 2006).
In neighborhoods with a high concentration of poverty, social services and organizations
are at-risk for loss of funding, participants, and closure. However, in communities lacking other
resources, religious participation remains high. According to data from the U.S. Religion Census,
of the 50 counties in the U.S. with the highest rates of religious participation, 41 of them have
more congregations per capita than their respective state. Additionally, of the 278 counties in the
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United States with religious participation rates of at least 75%, 222 have median household
incomes below the household income typical of the respective state (Stebbins, 2018).
Places of worship may be physical vectors of religious social capital on a macro-level,
providing places for gathering, information sharing, and relationship building. However, further
research is needed to explore this relationship particularly as it is related to the prevalence of
opioid-related overdoses.
Current Study
This current study uses GIS mapping to exploratively evaluate the relationships between
places of worship, treatment facilities, zip code-level demographics including social vulnerability
index (SVI) factors, and opioid overdoses. The maps evaluate the locations of these factors as
geographic features to contribute to a better understanding of how places of worship may serve
as vectors of community-level resources to mitigate opioid-related overdose deaths. This study
also considers the existing literature indicating differences in treatment access and overdose rates
by community-level demographic and descriptive variables. Giving credence to the empirically
established nuanced relationships between these features, this study seeks to answer the
following question: Are places of worship a feasible resource for improving community-level
responses and prevention for opioid-related overdoses in high-risk areas?
This question is answered in three parts: 1) by considering the presence of places of
worship and occurrences of opioid-related overdoses as they relate to the social vulnerability
index rankings of their surrounding areas; 2) by determining whether an existing observable
relationship exists between both the rate and density of places of worship on the rate and density
of opioid-related overdose deaths; and 3) by examining the feasibility of access to places of
worship versus OUD treatment facilities. It is hypothesized that the findings from this study will
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support places of worship as a feasible resources for improving community-level responses to
opioid-related overdoses. More specifically, it is predicted that findings will demonstrate a
positive linear relationship between the location of places of worship and areas with high-risk
factors for opioid-related overdose (i.e. there will be more places of worship in areas where the
SVI index is higher and where there are more overdoses).
Methods
This is a mixed methods geospatial study utilizing ArcPro GIS analysis software (Esri
Inc., 2019) to create descriptive maps of Hillsborough and Pinellas counties in Florida. These
maps chart community-level demographics and social vulnerability index factors, OUD
treatment facilities, places of worship, and the residencies of people who have died by opioidrelated overdose. The GIS mapping and resulting geospatial quantitative analysis is used to
comprehensively evaluate the relationships between these variables to better understand how the
presence of places of worship, as an indicator of macro-level religious social capital, may impact
the prevalence of opioid-related overdose.
Measures
The maps of Hillsborough and Pinellas Counties display the key variables through feature
points, heat maps, and census tract color indications.
Places of Worship. The locations of places of worship were collected via a tieredapproach internet search; first google maps was used to systematically search for places of
worship using the terms “church”, “mosque”, “synagogue” and “temple” in all of the towns
within Hillsborough and Pinellas Counties. The name, religion, denomination, address, and
county for each place of worship was recorded in an excel workbook. Next, religion-specific
online resources for finding places of worship (churchfinder.com; floridajewish.com;
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jewishtampabay.com; and salatomatic.com) were used to generate searches for Pinellas and
Hillsborough counties, with results compared and contrasted to the google map results to remove
duplicates and include additional locations.
Treatment Facilities. The address and type of treatment facilities were identified using
the Substance Abuse Mental Health Services Administration (SAMHSA) National Survey of
Substance Abuse Treatment Services. This online resource provides a downloadable dataset of
treatment facilities that provides address, service type, and service level (SAMHSA, 2018). Only
substance use treatment facilities that provided services for OUDs were included.
Residencies of People Who Died by Opioid-Related Overdoses. Information on people
who died by opioid-related overdoses between 2015-2019 was collected by the Florida
Department of Health (DOH) and shared through a data use agreement with the University of
South Florida’s Department of Mental Health Law and Policy (MHLP) for use in this study. This
dataset includes variables for OD deaths which occurred by prescription and/or illicit opioids for
all opioid-related overdose deaths in Pinellas and Hillsborough Counties as well as the date and
location of death, and the residential address of the decedent. The residential addresses of OD
decedents is used instead of OD death location to measure community-level influences and avoid
confounding data of locations of death that would otherwise cluster around hospitals. All data
provided by the DOH has been de-identified a priori to use by the USF MHLP data manager. All
data was collected once permission for the study was granted from the University of South
Florida Institutional Review Board (IRB).
Social Vulnerability Index and Demographics. Social vulnerability refers to the
resilience of communities in response to external stresses on health, natural or human-caused
disasters, or disease outbreaks. Human suffering and economic loss can be decreased by
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reducing social vulnerability. The Centers for Disease Control and Prevention’s (CDC) SVI uses
census data at tract level to identify communities that may need more support in preparing for or
recovering from external stressors/disasters. Census tracts are subdivisions of counties for which
the Census collects statistical data. The SVI ranks each tract on 15 social factors, including
poverty, lack of vehicle access, minority status, English as a second language, disability status,
etc. and then groups them into four related themes: 1) socioeconomic status; 2)
minority/language; 3) household composition; and 4) housing/transportation. Each tract receives
a separate ranking for each of the four themes, as well as an overall ranking.
The rankings for SVI were accessed through the ArcPro Living Atlas of the World, a
built-in online tool in the ArcPro GIS interface that provides the SVI rankings in the form of
geographic map layers (Centers for Disease Control and Prevention (CDC) / Agency for Toxic
Substances and Disease Registry (ATSDR) / Geospatial Research, 2018).
Setting
This study takes place in Hillsborough and Pinellas Counties located in the greater
Tampa Bay area of west central Florida. Hillsborough County is the fourth-most populous
county in the state of Florida with a diverse population consisting of 50.3% White (nonHispanic), 15.5% Black or African American (non-Hispanic), and 27.4% Hispanic, closely
resembling the demographics of the State of Florida (Florida Department of Health in
Hillsborough County, 2020). Pinellas County is the most densely populated county in Florida,
with 3,347 people per square mile, consisting of a population of 73.7% White (Non-Hispanic),
9.88% Black or African American (Non-Hispanic), and 7.49% White (Hispanic) (7.49%)
(Pinellas County, 2020). Both counties consist of mostly urban communities (Pinellas has a
rurality level of 0.3% and Hillsborough has a rurality level of 3.6%) (TownCharts, 2019).
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Descriptive Mapping and Analysis
The initial statistical analysis included calculations of frequency distributions for variable
descriptions (including places of worship by religion, treatment facilities by type and level of
care, and overdose by type of opioid), and two-way contingency tables for these variables by
county. All descriptive maps were created using GIS ArcPro (Esri Inc., 2019). Base maps of
Hillsborough and Pinellas Counties were created with census tract boundaries, helping to situate
and contextualize the subsequent points demonstrating the places of worship, OUD treatment
facilities, and residencies of decedents of opioid-related overdoses.
The SVI rankings for overall themes, socioeconomic status, and minority/language were
first displayed by census tract in descriptive maps and then transformed into a raster dataset and
projected over the base map in order to compare areas of heightened vulnerability with the
occurrence of other features. The overall rankings and those for the socioeconomic status theme
and minority/language theme are included in the analysis based on the relevancy of these
variables on OUD-related issues represented in existing literature. Pearson correlations were
used to determine the statistical significance of a relationship between count of PoWs and ODs
per SVI rankings.
The locations of PoWs, OUD treatment facilities, and OD decedents are indicated
through color-and-shape-specific point features. Density analyses were conducted for ODs and
PoWs and then projected as heat maps. A Pearson correlation was conducted to ascertain
whether there was a statistically significant relationship between the density of opioid-related
overdose deaths and places of worship based on their counts within the same census tract.
Another correlation was conducted to determine a relationship between the rates ODs and PoWs
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per 1000 population within census tracts. A bivariate descriptive map visually displays the latter
relationship.
A summarize within analysis was conducted to determine a count for how many places of
worship were within a 1-kilometer (approximately half mile) radius of all residencies of opioidrelated overdose decedents’ and how many overdose decedents lived within a 1-kilometer radius
from each place of worship. A binary regression analysis was conducted to assess for a
relationship between religious affiliation (Christian, Muslim, or Jewish) and PoW which had
more than the average ODs within a 1-kilometer radius.
Proximity calculations measured (in meters) the distances between each opioid-related
overdose decedents’ place of residency and the nearest place of worship as well as the nearest
OUD treatment facility. Descriptive statistics were calculated to provide an overall description
and comparison of proximities between points.
Results
According to the Florida Department of Health, there were a total of 1,593 opioid-related
overdose deaths between the years 2015-2019 in Hillsborough and Pinellas Counties (951 in
Hillsborough and 642 in Pinellas). Of the OD deaths included in this study, 1,211 (76%) of them
occurred as a result of prescription opioids, 155 (10%) by illicit opioids, and 227 (14%) by both
prescription and illicit (see Table 7). Hillsborough County had a higher rate of deaths involving
an illicit opioid (34%) that Pinellas County (9%).
There were 60 treatment facilities mapped, with 30 from Hillsborough County and 30
from Pinellas County. Of the treatment facilities included on the maps, all of them provided
some form of addiction counseling, either individual and/or group. Twelve (20%) of them allow
for their patients to use medication assisted treatment (MAT) but did not provide or prescribe it,
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eight (13%) of them do not allow their patients to use MAT, and 36 (60%) provide or prescribe
some form of MAT to their patients. Twenty (33%) of the treatment facilities offer residential
treatment services (indicated by at least an overnight stay), 45 (75%) of them provide outpatient
care; 18 (30%) of these offer outpatient detoxification and eight offer inpatient detoxification.
Twenty-eight (47%) of the 60 treatment facilities offer naloxone education and distribution.
Finally, there were 887 places of worship (PoW) in Hillsborough and Pinellas Counties that were
included in this study, including 819 (92%) Christian places of worship, 33 (4%) Jewish places
of worship, and 34 (4%) Muslim places of worship. A descriptive map identifying PoWs by
religion can be seen in Appendix F.
Table 7
Description of Variables by County
Opioid-Related Deaths
Type of Opioid
Prescription Only
Illicit Only
Both
Treatment Facilities
Type and Level of Service
Any Counseling
Any Outpatient
Provides/Prescribes MAT
Naloxone Education
Any Residential
Any Detoxification
Accepts MAT (Does not
provide/prescribe)
No MAT
Place of Worship
Religious Affiliations
Christian
Muslim
Jewish

Pinellas County
N (642)
%
585
91%
30
5%
27
4%
Pinellas County
N (30)
%
30
100%
23
77%
16
53%
11
37%
9
30%
8
27%
8
27%

Hillsborough County
N (951)
%
626
66%
125
13%
200
21%
Hillsborough County
N (30)
%
30
100%
22
73%
20
67%
17
57%
11
37%
10
33%
4
13%

5
17%
Pinellas County
N (191)
%
170
89%
11
6%
10
5%

3
10%
Hillsborough County
N (696)
%
652
93%
24
4%
23
3%
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Totals
N (1,593)
%
1,211
76%
155
10%
227
14%
Totals
N (60)
%
60
100%
45
75%
36
60%
28
47%
20
33%
18
30%
12
20%
8
Totals
N (887)
822
35
33

13%
%
92%
4%
4%

The density maps for places of worship and overdose deaths displayed similar areas of
high density, both which occurred around more highly populated city centers (see Figures 5 and
6). Descriptive maps of SVI themes were created to depict areas of higher and lower SVI
rankings (see Appendix D). According to the Pearson correlation (p < .01) there is a statistically
significant association between the counts of OD deaths and overall SVI (r= .281, N=557, p=
.000), minority/language SVI theme (r= .268, n= 558, p=.000), and socioeconomic SVI theme
(r=.267, n= 557, p=.000). The Pearson correlation also displayed a statistically significant
correlation between PoW and overall SVI (r= .284., N=557, p= .000), minority/language SVI
theme (r= .314, n= 558, p=.000), and socioeconomic SVI theme (r=.273, n= 557, p=.000). The
correlation between OD and PoWs counts by census tract is also statistically significant (r=.202,
n=563, p=.000) showing slightly higher ODs in areas where there are more places of worship
(See Table 8).
Figure 5
Density Heatmap of Places of Worship
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Figure 6
Density Heatmap of Opioid-Overdose Decedents’ Residencies

Table 8
Pearson Correlation Between Density of ODs and PoW with SVI
1
2
1. SVI_ Socioeconomic Theme
1
.611**
2. SVI_ Minority/Language Theme
.611**
1
3. SVI_Overall Rankings
.904**
.663**
4. Count of ODs
.267**
.268**
5. Count of PoW
.273**
.314**
** Correlation is significant at the 0.01 level (2-tailed)

3
.904**
.663**
1
.281**
.284**

4
.267**
.268**
.281**
1
.202**

5
.273**
.314**
.284**
.202**
1

Controlling for population, the rates of ODs and PoWs were calculated per 1000 people
within each census tract and reflected similar results. The Pearson correlation (p < .01) showed a
statistically significant relationship association between the rates of OD deaths and overall SVI
(r= .243, N=557, p= .000), minority/language SVI theme (r= .161, n= 558, p=.000), and
socioeconomic SVI theme (r=.273, n= 557, p=.000). The Pearson correlation also displayed a
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statistically significant correlation between the rate of PoW and overall SVI (r= .280., N=557,
p= .000), minority/language SVI theme (r= .274, n= 558, p=.000), and socioeconomic SVI
theme (r=.281, n= 557, p=.000). The correlation between OD and PoWs rates by census tract is
also statistically significant (r=.243, n=563, p=.000) also showing slightly higher ODs in areas
where there are more places of worship (See Table 9). A descriptive map shows a bivariate
comparison between the rate of ODs per 1000 population and the rate of PoWs per 1000
population by census tract (See Figure 7).
Table 9
Pearson Correlation Between Rates of ODs and PoW with SVI
1
2
1. SVI_ Socioeconomic Theme
1
.611**
2. SVI_ Minority/Language Theme
611**
1
3. SVI_Overall Rankings
.904**
.663**
4. ODs Per 1000
.273**
.161**
5. PoW Per 1000
281**
.274**
** Correlation is significant at the 0.01 level (2-tailed).

3
.904**
.663**
1
.243**
.280**

4
.273**
.161**
.243**
1
.243**

5
.281**
.274**
.280**
.243**
1

The summarize nearby analyses assessed the number of PoWs within a one-kilometer
radius from ODs and the number of ODs within a one-kilometer radius from PoWs. In Pinellas
County, there was an average of one PoW within a one-kilometer radius from all OD decedents,
with a maximum of 10 PoWs within that proximity. In Hillsborough County, there was an
average of 2.86 PoWs within a one-kilometer radius from all OD decedents, with a maximum of
16 PoWs within that proximity. Additionally, in Pinellas County there was an average of 3.43
OD decedents living within a 1km radius to every PoW, with a maximum of 14. In Hillsborough
County, there was an average of 3.87 OD decedents living within a 1km radius, with a maximum
of 16 (see Table 10). The regression analysis comparing the religious affiliation (Christian,
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Muslim, or Jewish) of PoWs that had more than 3 ODs did not show a statistically significant
relationship.
Figure 7
Bivariate Analysis Map

The results of the proximity analysis demonstrated the distances, in meters, between ODs
and the nearest OUD treatment facilities and PoWs. In Pinellas County, the average distance to
an OUD treatment facility was 2,752 meters (or 2.75 kilometers) while the average distance to
the nearest PoW was less than half that at 1,341 meters (1.53 kilometers). In Hillsborough
County, the average distance to the nearest OUD treatment facility is 4,168.7 meters (4.17
kilometers) and the average distance to the nearest PoW is five times less at 821 meters (0.8
kilometers) (see Table 11).
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Table 10
Summarize Nearby Analysis: Count of ODs and PoW within 1-kilometer Radius

Mean
Min
Max
Standard
Deviation

Pinellas County
# of PoWs # of ODs
w/in 1-km w/in 1-km
of ODs
of PoWs

Hillsborough County
# of PoWs
# of ODs
w/in 1-km
w/in 1-km
of ODs
of PoWs

1.03
0
10
1.859

2.86
0
15
3.131

3.43
0
14
2.837

3.87
0
16
3.607

Total
# of PoWs # of ODs
w/in 1-km w/in 1of ODs
km of
PoWs
2.12
3.78
0
0
15
16
2.837
3.459

Table 11
Proximity Analysis: Distance From OD to PoW and OUD Treatment Facilities
Pinellas County
Distance from OD
(Meters)

to PoW)

Mean
Min
Max
Standard Deviation

1,341.6
45.18
6,812
1022

Hillsborough County

to OUD
Treatment
Facility
2,752.3
67.16
9,241.1
1528.7

to PoW

821
.66
11,117.8
796.3

to OUD
Treatment
Facility
4,168.7
139.84
16,306
2,997.7

Total
to PoW

1,030.8
.66
11,117.8
929.9

to OUD
Treatment
Facility
3591.7
67.16
16,306
2605

Discussion
This study sought to answer the research question: Are places of worship a feasible
resource for improving community-level responses and prevention for opioid-related overdoses
in high-risk areas? The findings demonstrate the relationship between the location of places of
worship, overdoses, and areas with high-vulnerability factors, indicating that the proximity and
accessibility of PoWs, particularly in areas with high SVI, may allow them to serve as resources
that would contribute to improved community-level opioid-related overdose response. However,
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findings also show that the existing relationship between the density and rates of PoWs and ODs
does not demonstrate that PoWs are a protective factor against ODs.
PoWs in Areas of Need
The results of the correlations between ODs, PoWs, and SVI themes demonstrated
several significant relationships. This finding is reflected in the literature that especially indicates
the potential for minority and socioeconomic indicators of OUD-related risk, but also
acknowledges the diversity of populations impacted by opioid-related overdoses. It shows that
where SVI index is higher, so is the prevalence of PoWs and ODs. This finding contextualizes
the presence of PoWs, demonstrating that they are located in places where the need for
supplemental and affordable resources may be most warranted.
Influence of PoWs on ODs
According to the correlations and the bivariate descriptive map, the relationship between
PoWs and ODs was significant, but showed the opposite of what was predicted. In other words,
on average, the religious social capital that exists in these neighborhoods, represented by the
density and rate of PoWs, was actually associated with higher OD occurrences. Extrapolation
from this association shows that the social capital generated by places of worship is not utilized
in ways that effectively mediate opioid-related overdose, and that it may in fact be associated
with a higher occurrence of ODs. These findings do not explicitly nullify the potential for
influence of religious social capital generated by PoWs should future efforts be made to integrate
them into plans for community-level behavioral health responses and establishes a baseline
against which to measure future initiatives but does elicit a need for continued efforts to explain
the directional relationship.
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The bivariate map displays visually that there are areas where this association between
PoWs and ODs was as predicted; some census tracts did show that ODs were higher in places
where PoWs were lower. This begs the question, what are the differences in areas of positive and
negative associations between ODs and PoWs that might be contributing to these variations?
Religious affiliation is one exploratory variable available in this study, though the maps
displaying the religious affiliation of PoWs does not show immediately observable patterns,
except to show how much more prevalent Christian affiliated PoWs are as compared to Jewish or
Muslim PoWs. There were also not statistically significant relationships between religious
affiliations and an above average occurrence of ODs within a 1-kilometer radius. This establishes
a precedent for continued research to compare other variables in areas with negative and positive
associations between PoWs and ODs to decipher differences and identify meaningful
determinants of these relationship.
PoWs as Accessible Community Resources
The descriptive maps and the quantitative geospatial analyses showed there were
consistently fewer treatment facilities (N=60) than places of worship (N=887) per capita and
indicated areas of overlapping high density of PoWs and ODs. The close proximity of places of
worship to people who have died by OD offers promise for accessibility that would contribute
towards the feasibility of utilizing places of worship as future sites for offering resources,
support, and prevention efforts.
The relationships indicated in the findings showed a dearth of existing OUD treatment
facilities compared to PoWs, even in areas where OD rates and SVI rates were high. The
distance to travel to the closest OUD treatment facility is longer than the distance to travel to the
closest PoW. In prior literature, the distance travelled for treatment is a determinant of treatment
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seeking behavior and is further compounded by both race/ethnicity and socioeconomic status
(Dunn et al., 2016; Rigg & Monnat, 2015; Rosenblum et al., 2011; Stein et al., 2015; Wang et
al., 2013). This sets a precedent for PoWs to be utilized at a fuller capacity for increasing access
to treatment by decreasing the distance between consumers and resources.
Religious Social Capital
Since macro-level religious social capital is moderated by the physical presence of places
of worship, the communities with the highest density of places of worship are likely to be most
influenced by religious social capital (Eng et al., 1985; Yeary et al., 2012). It is already
established in the literature that religiosity, and the resulting religious social capital, serves as
community-level protective factors from addiction-related problems (Benda & Corwyn, 2000;
Kendler KS, 1997; Kulis et al., 2012; Laudet et al., 2006). However, the associations between
PoWs on ODs found in this study point to the opposite relationship; that an increased prevalence
of PoWs is not serving as a protective factor but may actually be associated with higher
occurrences of ODs. In other words, religious social capital may actually having a negative
influence on ODs. While more research is needed to further explore the causation of this
relationship, the findings here at least support the idea that there is a missed opportunity for
religious institutions, organizations, and leaders, to effectively leverage religious social capital to
intervene for overdose risk reduction.
Some existing literature on the theory of religious social capital acknowledges that it may
actually limit interactions and connections between people who hold diverse beliefs (Putnam et
al., 1994; Wuthnow, 2002). The separation that exists based on variation in values and ideologies
may contribute to our understanding of what the results of this study are showing. Specifically,
studies have evaluated divergence between faith-based and secular addiction treatment
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approaches, attributing differences to philosophical values which result in resistance to
collaboration (Davis, 2014) Dermatis & Galanter, 2016; Monico et al., 2015). The current
study’s findings that religious social capital may be correlated with more ODs advances the
concept that while religious social capital offers protection and support in some ways, it might
also have negative community connotations in others. More research is needed to understand the
causation of this potential relationship, the overall association between more PoWs and ODs
evidences the existing ideas that religious social capital is insular in nature and prevents
crossover and consorting between communities with different values.
This contextualization of the presence of places of worship in areas of high social
vulnerability and low prevalence of OUD treatment options displays an opportunity for utilizing
them as vectors of resources where access and acceptance for treatment services might otherwise
be limited. With a call for more integrative future collaboration efforts between faith
communities and OUD treatment to prevent OUD addiction and opioid overdoses on a
community level, understanding the density and availability of potential partners is a
fundamental step towards bridging logistical gaps and identifying where efforts should be
focused.
Limitations
Due to the innovative nature of this work, comprehensive datasets including the locations
of places of worship and treatment facilities were not readily available and had to be adapted and
drawn from existing resources. While the researcher was careful to document and standardize the
data collection, there remains a chance that some information portrayed on the maps is missing.
This includes missing places of worship from other, less prevalent religions, or neighborhood
worship sites that did not appear in internet searches or on existing lists. Any treatment facilities
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not included in the SAMHSA National Survey of Substance Abuse Treatment Services was also
not included. Additionally, the inclusion of other, more diversely populated, counties would have
allowed for a comparison of urban versus rural areas. While this study serves as an example of
the ways that geospatial science and behavioral health sciences complement each other to solve
societal issues, as it stands, the results are only generalizable to Hillsborough and Pinellas
Counties.
Implications for Behavioral Health
This study may assist stakeholders in identifying areas in need of more targeted resources
and engagement around interventions for OUD. The descriptive nature of the maps allows for
easily deciphered visual interpretations of the problem and potential solutions for cross-sectoral
stakeholders. The display of geographical relationships between places of worship, treatment
facilities, and residencies for people who have died from opioid-related overdoses,
contextualized by the demographic and social vulnerability factors of the community-level
populations, lays the groundwork for a deeper understanding of the impact that religious social
capital has on the opioid crisis.
Research
This study uniquely utilized geospatial methodologies to explore an innovative arm of
community-level evaluation focused on the impacts of religious social capital on behavioral
health outcomes. It contextualized the theoretical implications of religious social capital using
geographic indicators. Tangible and explanatory comparisons were made by modeling the
physical density, rate, and proximity of key features (places of worship, places of treatment, and
residencies of people who died by opioid-relate overdose) alongside SVI and demographic
variables.
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The visual representation of the overwhelming prevalence of places of worship as
compared to both overdoses and treatment facilities, particularly in high-risk areas, demonstrates
a need for future research to more deeply assess the interconnectedness of these communityfactors. With the prioritization of secular and non-secular collaboration for community-level
approaches addressing the opioid overdose crisis, future research might evaluate factors that
indicate an aptitude and willingness of religious communities to engage in behavioral health
interventions and education. More research is needed to identify the individual level factors that
may impact the acceptability of faith communities to engage with behavioral health professionals
on treatment and harm reduction efforts towards a broader community coverage, especially in
otherwise resource depleted areas. An analysis of the characteristics of religious communities,
their leaders, and shared values could further help to tailor partnership efforts. A comparison
between counties using variables introduced in this study, such as the types of services available,
the types of opioids causing overdoses, and an evaluation of other resources could also help to
further assess for community-level indicators of ODs and the impact of religious social capital.
A next step for this type of geospatial, community science, and behavioral health research
might be to assess these relationships through a lens of strategic implementation for non-secular
and secular collaborative education or intervention efforts. For example, a site suitability analysis
is a geospatial suitability modeling technique used to identify possible locations that best meets
established criteria for a site. This type of analysis ranks and scores sites based on multiple
weighted criteria. Future research could use a site suitability analysis to identify which places of
worship would be ideal vectors of community resources for opioid overdose prevention in an
effort to make recommendations for tailoring effective education and cross-sectoral engagement
efforts. The suitability analysis could rank mappable features and demographic variables such as
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distance to nearest treatment facility, surrounding density of overdose occurrences, and level of
social vulnerability factors for a community in order to focus resources in locations that would
most benefit. Additionally, a geospatial weighted regression would help to account for additional
factors and identify other community-level variables that are likely to influence the impact of
religious social capital on opioid-related overdoses.
Practice
Given the potential positive influence of religious social capital documented in the
literature for determining other health outcomes but the negative implications shown in this
study on ODs, bridge building efforts are warranted. The results of the proximity analysis and
the significant correlations between ODs, PoWs, and high SVI, demonstrated how the density of
places of worship in areas without treatment facilities have the potential to serve as accessible
satellite resources, particularly in communities with high-level risk factors for opioid overdoses.
If places of worship were to be utilized as community-level vectors of addiction resources and
education, their placement, proximity, and accessibility holds potential for increasing knowledge,
awareness, and connection to services for those who are at high risk of overdose.
However, based on the findings from this study, while accessibility and availability may
not be an issue, something is preventing religious social capital from serving as a communitylevel protective factor against ODs. Due to the large numbers of places of worship, cross-sectoral
education and engagement efforts should be targeted to counteract existing negative influences
of religious social networks to instead increase their potential for positively influencing OD
outcomes. For example, considering their high prevalence and the low prevalence of treatment
facilities, more PoWs might consider supplementing these location-based disparities by offering
transportation options to OUD treatment, hosting community recovery support meetings,
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offering in-person or remote counseling and support services, providing naloxone education and
distribution, or offering OUD education to their members; all practices which would demonstrate
their commitment to serving the vulnerable populations in their communities. These findings,
which point to the current dearth of positive influence, but the high potential for future impact,
may initiate activation for secular and non-secular collaboration efforts by identifying the
discrepancy between the community need and actual access to services.
Policy
Existing procedural guidelines, policies, and funding mechanisms are grounded in and
informed by interventions represented in empirical and clinical research. As a result, evidencebased practices are focused primarily on secularly oriented approaches rather than on the value
of non-secular interactions and relations. This study displays a missed opportunity for policy and
decision makers to prioritize the inclusion of non-secular resources to achieve a more
comprehensive and inclusive community-level approach to combat the opioid overdose crisis. If
funding were made available which supported non-secular stakeholders to offer education,
referral, transportation, or counseling services to their congregations and community members
impacted by opioid addiction, more people may more readily and shamelessly receive the care
they need before it is too late. Should non-secular and secular stakeholders witness the potential
value of engaging with their counterparts, internal institutional policies may establish more
formalized partnerships, shared resources, and an effective inter-reliance that expands each
entity’s scope of service. On a local level, the dissemination of these findings may lay the
groundwork for continued partnerships between faith and behavioral health stakeholders. While
initial interest in collaborative efforts have been generated, a concrete direction for how and
where to focus resources would energize the movement. This scientific input is needed to
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improve the sense of direction, identify common ground, and bridge interdisciplinary approaches
towards achieving a shared goal.
Conclusion
This study highlights the importance of an opportunity for applying research, practice,
and policy towards the integration of secular and non-secular approaches addressing the opioid
overdose crisis. While more research is needed to determine how relationships between secular
and non-secular stakeholders may be harnessed, results from this study show how such a
partnership holds the potential for a meaningful impact towards decreasing opioid-related
overdose deaths on a community level.
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CHAPTER 4: MANUSCRIPT 3
Faith Leaders’ Perspectives on Addiction Treatment: An Evaluation of Beliefs, Attitudes,
and Characteristics as They Relate to Collaborative Recovery
Abstract
The opioid overdose epidemic impacts diverse individuals and communities across the
United States. A collective and comprehensive approach that promotes health education,
mitigates stigma, enhances treatment options, improves prevention strategies, and increasing
access to care is necessary in order to effectively address the crisis. A partnership between faith
leaders and behavioral health stakeholders shows promise for contributing to a more inclusive
community-level approach for treating and preventing the harms associated with opioid use
disorders (OUDs). However, perspectives on the best ways to mitigate these harms are informed
by personal values and beliefs, experiences, and knowledge that vary between these two groups
of stakeholders. Research is needed to enhance understanding of these differences and identify
similarities in order accurately inform collaborative efforts across sectors.
This exploratory study seeks to better understand the indicators of acceptance for a
variety of treatment and harm reduction approaches for OUDs. Characteristics of 41 faith leaders
were collected through surveys that included their demographic information, political affiliation,
personal recovery status, preferences for making OUD-related care recommendations, beliefs
around the role of faith in recovery, and five validated instruments measuring perspectives and
values. Through exploratory statistical analyses using descriptive and frequency calculations,
Fisher’s exact test, and logistic regression, relationships between responses were examined.
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Results showed that medication for opioid use disorder was the least endorsed option for
treatment and harm reduction for OUDs among the faith leader respondents. It was also found
that Republican political affiliation (as compared to Democratic political affiliation) and a higher
fundamentalist faith orientation were both significantly associated with less acceptance for
syringe exchange and safe injection facilities. The implications for future studies and efforts for
inclusive cross-sectoral engagement towards community-level OUD problem solving are
discussed.
Keywords: Opioid use disorder, community-level response, faith leaders, non-secular,
cross-sectoral collaboration, political affiliation, religious beliefs
Introduction
Especially over the last 10 years, opioid use in the U.S. has emerged as a major public
health problem, with rates of prescription opioids and heroin use having doubled since 2010
(Romo et al., 2018). The increased use has culminated in a significant rise in opioid related
overdoses; In 2017, opioid-related overdose deaths were six times higher than in 1999 (Scholl et
al., 2019). As the opioid overdose epidemic continues to impact the lives of individuals from
diverse socioeconomic and cultural backgrounds across the United States, research and practice
are focused on identifying effective and efficient harm reduction and treatment approaches.
Leading solutions include, but are not limited to, the use of agonist medication for opioid use
disorder (MOUD), syringe exchange programs, and the use of naloxone to reverse overdoses
(Center for Evidence-based Policy Medicaid Evidence-based Decisions Project (MED), 2015;
Des Jarlais et al., 2015; Timko et al., 2016). However, without community, treatment providers,
and personal acceptance for such strategies, the resources available remain underutilized and less
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impactful than clinical evidence demonstrates (Fitzgerald & McCarty, 2009; Leach et al., 2019;
Uebelacker et al., 2016).
To overcome OUD, a comprehensive approach to recovery is ideal, with treatment
tailored to an individual’s needs. Treatment might include components of medication,
psychosocial support services, community engagement, religiousness and spirituality (R/S), and
the development of healthy social networks (Dugosh et al., 2016; Fraser & Hawkins, 1984; Koh,
2017; van Dommelen-Gonzalez et al., 2015; Veilleux et al., 2010; Wells et al., 2018). In order to
achieve this comprehensive and person-centered approach, treatment providers cannot function
in silos. Strategic inclusion of interdisciplinary approaches and stakeholder communication
across areas of expertise can increase collaborative service approaches that are aligned with
individual and community-level needs. With attention towards root causes and limited resources,
building strong community networks and stronger cross-sectoral partnerships are important
components in addressing OUD (Davis, 2014; Knighton et al., 2018; Towe et al., 2016).
Specifically, stronger partnerships between secular and non-secular entities is one relationship
with potential for bridging gaps towards the delivery of more comprehensive solutions for
individuals with OUD.
Religiousness/Spirituality and Addiction
Religiousness and spirituality (R/S) is a generally agreed upon term used to encapsulate
the variations in personal and organizational faith-based beliefs and practices (Felix Aaron et al.,
2003; Koenig, 2000; Musgrave et al., 2002). It is broadly cited as enhancing quality of life
through higher levels of life satisfaction, emotional well-being, and buffers from stressors
(Ellison, 1991; Miller & Thoresen, 2003). Many studies do differentiate between individual
variables within R/S, such as church attendance, personal beliefs, participation in religious ritual
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practices, and social influence, seeking to determine which specific facets of R/S impact health
and behavior outcomes (Ellison, 1991; Maselko et al., 2011; Miller & Thoresen, 2003; Youniss
et al., 1999). Overall R/S has been associated with positive effects on health and social needs,
some studies have also shown R/S to be a protective factor against drug and alcohol use and
misuse (Benda & Corwyn, 2000; Kendler KS, 1997)(Laudet et al., 2006). The specific
components of R/S that benefit health and addiction outcomes ranges in the literature. Some
research asserts that R/S promotes parental and familial attachment (Benda & Corwyn, 2000),
while others cite the facilitation of social relationships, life meaning (Laudet, Morgen, & White,
2006), and anti-drug expectations (Kulis, Hodge, Ayers, Brown, & Marsiglia, 2012).
Aside from prevention, relationships between R/S and addiction treatment have been less
strongly identified. One large study on alcohol treatment outcomes showed only a small effect
size between R/S involvement and positive treatment outcomes (Group, 1998). Another study
followed 1,174 people in treatment for OUD for 6 years post-treatment. While individuals with
higher reported levels of R/S had higher scores of general well-being, they did not have
significantly better outcomes related to opioid and other drug use (Shields, Kirk, Peter, Bennett,
& Patrick, 2007).
In a multi-site randomized clinical trial evaluating religiosity in participants of 12-step
groups, researchers found that clients describing themselves as either atheist or agnostic had
lower meeting attendance compared to those who identified as spiritual or religious. However,
researchers found no difference between the atheist–agnostic group and the spiritual-religious
group regarding abstinence outcomes (Klein & Seppala, 2019). In another review of several
empirical studies on the impact of 12-step program participation on addiction treatment
outcomes, researchers found a pattern between meeting attendance and positive recovery
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outcomes but did not demonstrate direct correlations between R/S and recovery outcomes
(Dermatis & Galanter, 2016).
Evidence has shown that R/S informs addiction-related behaviors and outcomes, yet it
has remained a marginal area of research in the eyes of social, behavioral, and health scientists
(Cnaan & Boddie, 2001). As a result, what is known about how R/S affects addiction treatment
is still limited in scope. Existing literature indicates some connection between participation in
religious communities and health outcomes, but more research is needed to identify and
effectively leverage specific supportive factors and mitigate barriers.
Religious Social Capital
Religious social capital is a theory that describes the social constructs of R/S and faithbased organizations (FBOs) and their impacts on community and individual networks, typically
behaving as a positive protective factor and health determinant (Wuthnow, 2002; Wuthnow et
al., 2004). For example, FBOs carry religious social capital in the way they supplement social
and health services that would otherwise be limited due to resource constraints. Especially in
urban, poor, and predominantly minority neighborhoods, FBO involvement is a documented
source of social networking and community engagement (Putnam, 2000). Their role as a safety
net can impact health beliefs and health practices, with their presence serving as a positive focal
point in otherwise underserved communities (Fitzpatrick, 2000). One study focused on
measuring the effectiveness of a faith-based HIV intervention for African American women,
found that religious social capital enhanced acceptance and improved outcomes (Wingood et al.,
2013).
Religious social networks may also be insular in nature; facilitating connection between
people with shared beliefs and ideologies but limiting interactions with those who span more
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diverse perspectives and values (Putnam, Leonardi, & Nanetti, 1994; Wuthnow, 2002). This is a
potential set-back for addiction-related services that require collaboration from cross-sectoral
stakeholders. The compartmentalization can result in segregation of treatment approaches as
evidenced through comparisons between secular and non-secular service norms. One extensive
qualitative study examined 28 faith-based and 27 secular substance use treatment programs in
the United States and found the comparison to yield major differences. Specifically, secular
programs allow religious practices but consider them voluntary components, while faith-based
programs selectively introduce religious practices but separate them from other treatment
activities (Davis, 2013).
Additional studies on divergent treatment philosophies focus on comparisons between
medication-based agonist therapies and faith-based 12-step programs. Primary resistance to the
use of medication-based agonist treatment has been associated with the philosophical conflict
many 12-step based treatment programs have with the use of these medications (Dermatis &
Galanter, 2016; Monico et al., 2015). Through a religious social capital lens, future work could
focus on the values informing FBOs that impact the acceptance and delivery of addiction
treatment could contribute to improved population health especially as it relates to mitigation
efforts for the opioid overdose epidemic.
Bridging Divergent Beliefs
The clash of core beliefs between non-secular and secular stakeholders regarding the
origin of addictions informs their preferred strategies for addressing this crisis, sometimes
inhibiting collaboration and the exchange of information (Barnes & Curtis, 2009). Public and
behavioral health entities apply a scientific and empirical approach to the etiology of addiction
that is reflected in the ways they treat it; typically following a disease model using medicalized
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approaches like pharmaceuticals and evidence-based behavioral interventions. A medicalized
solution, however, may be contrary to strong followers of faith, who may, for example, be
dedicated to delivering themselves and others to health through the word of G-d or connection to
a higher power. Those identifying with the faith-based community may have a more theological
and transcendent worldview that encourages engagement in spiritual practice, ritual, text, and
forces of spiritual or faith-based nature in response to addiction. The opposition of these
worldviews perpetuates the dismissal of the other; neither considering the other a source of
legitimate strategy for problem solving efforts (Tomkins et al., 2015).
However, there is promise for building bridges between divides in core beliefs through a
focus on shared values. Evidence suggests that faith leaders, those in a clerical or religious
leadership role within an FBO, have been willing to work with medical and behavioral health
professionals in recent years to decrease health disparities, increase health care utilization, and
reduce disease burden amongst their congregations and communities (Koh, 2019). Specifically
regarding the opioid crisis, the Center for Faith-Based Neighborhood Partnerships published a
toolkit aimed at equipping FBOs and faith leaders to address the opioid crisis by opening their
doors to host recovery programs and support groups, increasing awareness through offering
educational programs, and supporting individuals and families to help rebuild their lives once
affected by addiction (HHS.gov., 2020).
The need exists at local, county, and state levels, but some agencies across the country
are already illustrating what the future of cross-sectoral collaboration might look like. For
example, the Tennessee (TN) Faith-Based Recovery Network is partnering with FBOs and
behavioral health professionals across the state to increase outreach, education, and access to
substance abuse services (TN Department of Mental Health & Substance Abuse Services, 2018).
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Also, the Stop Stigma Coalition in Sacramento, California partners with FBOs, academics,
nonprofit organizations, and care providers to mitigate stigma for people in recovery
(Sacramento County Division of Behavioral Health Services, 2018). While a common purpose
may not be initially apparent based on their divergent beliefs, both secular and non-secular
stakeholders have an investment in the well-being of their shared communities which encourages
the pursuit of mutual problem solving.
Public and private behavioral health stakeholders might seek to address the opioid crisis
by reinforcing healthy behaviors, establishing policies that support recovery efforts, and
providing health and wellness services (Carroll et al., 2018). Meanwhile, faith-based
stakeholders may be more inclined to promote spiritual rituals and connection to a higher power,
or participate in ministry, prayer, and dedication to sacred text (Davis, 2013). While faith-based
and behavioral health stakeholders may derive their priorities from different origins, finding
common ground for increasing partnerships is necessary for a more comprehensive solution to
the opioid crisis.
Current Study
This study will examine the characteristics, beliefs, preferences, and perspectives of faith
leaders towards identifying shared goals and approaches in cross-secular bridge building efforts
in the Tampa Bay area. Specifically, this study seeks to answer the following research questions:
1) What OUD treatment and harm reduction strategies are most and least preferred by
faith leaders?
2) What characteristics of faith leaders are related to their preferences for OUD
treatment and harm reduction strategies?
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Question #1 will be quantitatively evaluated through descriptive calculations of
preferences for referral and rankings of efficacy for common OUD treatment and harm reduction
approaches. For Question #2, descriptive calculations will determine the frequencies of
demographic/descriptive variables, quartile ranges will allow for comparisons between
heterogenous means for validated instrument scores, and Fisher’s exact test and logistic
regressions will be used to analyze the relationships between the endorsement of OUD treatment
and harm reduction approaches, demographic/descriptive variables, and responses to the
validated survey instruments. It is hypothesized that faith leader respondents will more highly
endorse non-medicalized and non-secular treatment options (i.e. prayer, bible study, and
counseling) especially over MOUD and harm reduction approaches. It is also hypothesized those
who show higher perceptions of stigma, who hold more highly fundamentalist religious views,
and who do not have lived experience of recovery will be less likely to endorse medicalized and
secular treatment or harm reduction approaches.
Methods
An exploratory quantitative survey analysis was used to assess the beliefs, preferences,
perspectives, and characteristics of interdenominational faith leaders in Hillsborough and
Pinellas Counties in the Tampa Bay Area of West Central Florida. This involved the evaluation
of participant perceptions and characteristics on various topics using validated and standardized
assessments, closed-ended questions (developed by the researcher), and demographic and
descriptive variables. This study identified key characteristics and perspectives of participants
that may be associated with acceptance of certain recovery approaches and support for cross
sectoral collaboration between secular and non-secular stakeholders.
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Recruitment
Surveys were disseminated to interdenominational faith leader attendees from the
behavioral health and faith leader forums held in Hillsborough and Pinellas Counties and
evaluated in the Chapter Two (manuscript #1) pilot study and to faith leaders at places of
worship in Hillsborough and Pinellas Counties included on the GIS maps in Chapter Three
(manuscript #2). In this study, faith leaders is a term used to describe someone who is in an
interdenominational formal or informal leadership role, conducting work related to the spiritual,
religious, and/or clerical guidance of their faith community. Their roles and functions may vary
between religions or denominations and they may serve in roles usually related to the ritual,
teaching, and practice of their religious doctrine. In some community faith-based organizations, a
faith leader may also take on service administration and managerial leadership roles, guiding
their community in activities and services associated with the faith community more generally.
The faith leader description includes, but is not limited to, those who identify as a clergy
or ministry member such as a priest, pastor, cantor, rabbi, or imam. Exclusion criteria included:
1) responses from any non-faith leaders; 2) faith leaders from outside of Hillsborough or Pinellas
Counties; and 3) surveys that were less than 80% completed. Respondents were recruited
through emailed and mailed recruitment flyers which included a link to the online survey (see
Appendix A). A total of 54 surveys were collected, 13 of which did not complete the survey up
to 80%, leaving 41 surveys which met inclusion criteria for the assessment. The surveys were
conducted electronically using the online survey platform, Qualtrics (Qualtrics, 2005).
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Measures
Demographic Questions
Demographics and other individual descriptive characteristics of faith leaders which
were collected included age, gender, race/ethnicity, educational status, and religious affiliation.
Two additional characteristics were included as exploratory measures: political affiliation; and
personal recovery status.
Collaboration Questions
Given the exploratory nature of this study, the researcher developed three questions to
indicate participant’s perspectives on interdisciplinary collaboration for OUD treatment and the
role of faith in the pursuit of recovery: 1) Do you support collaboration between secular (nonfaith-based) and non-secular (faith-based) organizations helping people with opioid addiction?;
2) Does faith and/or religion impact a person's ability to overcome an opioid addiction?; and 3)
Does faith and/or religion impact efforts to help people overcome opioid addiction?
Treatment Perception Questions
There were four multiple choice questions which asked about respondents’ preferences
for OUD treatment and harm reduction approaches that they would recommend to someone in
their community seeking help for OUD (See Appendix A for all survey questions):
1. “Identify the addiction treatment approaches which you would recommend to a
member of your community seeking help for an opioid addiction (select all that
apply)”;
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a. Participants ranked perceptions of efficacy for each of the treatment
approaches on a scale of one to five, with one being least effective and five
being most effective.
2. “Identify the harm reduction approaches which you would recommend to a member
of your community seeking help for an opioid addiction (select all that apply)”;
a.

Participants indicated the degree to which they supported harm reduction
approaches on a scale from one to five, with one being extremely bad and five
being extremely good.

General Self-Efficacy Scale (GSE; Chen, Gully, & Eden, 2001)
This is a 10-item self-report validated measure of self-efficacy with internal reliability
using Cronbach’s alphas between .76 and .90 (Chen et al., 2001). The General Self-Efficacy
Scale (GSE) is correlated with emotion, optimism, and work satisfaction. Negative coefficients
were found for depression, stress, health complaints, burnout, and anxiety. Scoring is based on a
4-point Likert scale rating; the total score is calculated by finding the sum of all items. For the
GSE, the total score ranges between 10 and 40, with a higher score indicating more self-efficacy.
Self-efficacy has been shown to impact how a person feels about their own capabilities for
organizing and executing a course of action for managing and changing situations to accomplish
goals.
Motivational Interviewing Knowledge and Attitudes Test (MIKAT; Leffingwell, 2006)
Knowledge of motivational interviewing (MI) is assessed using the 15-item Motivational
Interviewing Knowledge and Attitudes Test (MIKAT). The MIKAT has shown sensitivity to
detect change in MI consistent and inconsistent behavior, with an internal consistency of the
measure revealing an adequate Cronbach’s α of .84 (Doran et al., 2013). It is a quiz comprised of
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true-false questions, about 10 addiction myths and four MI-consistent attitudes and assumptions,
and a counseling behavior checklist including five behaviors prescribed for an MI-consistent
approach. The MIKAT generates a summary score that requires calculating the number of
correct items. MI is an evidence-based behavior change communication approach and the gold
standard for addiction counseling. The acceptance and utilization of MI core concepts, measured
in the MIKAT, align with effective person-centered care techniques and perspectives.
Perceived Stigma of Addiction Scale (Luoma, O'Hair, Kohlenberg, Hayes, & Fletcher, 2010)
This is an 8-item self-report measure of perceived stigma toward substance users. An
initial measure was created based on a previously developed scale that was rated by experts for
content validity and quality of items. Refinement efforts resulted in an eight-item scale with
good face validity, construct validity, and adequate levels of internal consistency (Jason B.
Luoma et al., 2010). The scale total score ranges from 8-32, with higher scores indicating greater
perceived stigma.
Psychological Flexibility Questionnaire (PFQ; Ben-Itzhak et al., 2014)
This is a 20-item questionnaire yielding five factors, each relating to a significant domain
of psychological flexibility: 1) positive perception of change; 2) characterization of the self as
flexible; 3) self-characterization as open and innovative; 4) perception of reality as dynamic and
changing, and 5) perception of reality as multifaceted. Reliability was demonstrated by a
Cronbach alpha coefficient of 0.918. Convergent validity was confirmed by the findings of a
positive correlation between the PFQ and three other related questionnaires (Ben-Itzhak et al.,
2014). The PFQ has a scale of 1–6 with possible scores in the range of 20–120, with high scores
indicating greater cognitive flexibility.
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Religious Schema Scale (RSS; Streib et al., 2010)
This is a 15-item scale that consists of three 5-item subscales with acceptable reliabilities
with internal consistency using Cronbach’s α between .69 and .87 (Streib et al., 2010). It models
and investigates structural differences of religiosity. The RSS is designed as an operational
measurement of schemata in order to assess religious styles. The three subscales address three
different concerns: 1) Truth of Texts and Teachings (TTT) is preoccupied with the concern for
one's own religion and with the envisioned positive experience of its unchallenged integrity; 2)
Fairness, Tolerance, and Rational Choice (FTR) features the concern and vision of a fair
coexistence of the religions; and 3) Xenosophia/Inter-religious Dialogue (Xenos) is concerned
with preserving openness through interreligious encounters. The total RSS score is obtained by
reverse scoring TTT and adding this to the other two subscale totals.
Data Analysis
Exploratory data analyses were completed using SPSS (Version 26) to assess for patterns
of beliefs, preferences, perceptions, and characteristics that could inform the acceptance of OUD
treatment and harm reduction approaches as well as support for collaboration between secular
and non-secular stakeholders. Frequencies of demographic and descriptive characteristics were
calculated to describe the population. Frequencies were also calculated to measure the
acceptance of different OUD treatment and harm reduction modalities. To verify the consistency
in responses, the frequency of selection for each response option was compared to the mean scale
scores of their associated effectiveness/supportive rating. Frequencies were calculated to
describe the responses to the close-ended questions regarding their perceptions on the role of
faith in addiction recovery efforts and their indication of support for cross-sectoral partnerships.
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A descriptive analysis of responses to the validated instruments depicts the overall scores. In
order to test whether there was a relationship between variables, given the small sample size, a
Fisher’s exact test for categorical variables including demographic/descriptive variables,
responses to acceptance for treatment and harm reduction approaches, and upper and lower
quartile scores for the validated instruments was conducted. Binomial logistic regressions were
conducted to explore whether statistically significant predictive relationships exist between: 1)
survey response scores and selection of treatment and harm reduction modalities; and 2)
demographic characteristics (race/ethnicity, religion, gender, education, political affiliation, and
personal recovery status) and selection of treatment and harm reduction modalities. Although
statistical rules of thumb have conservatively made claims that logistic regression models should
have a minimum of 10 events per predictor variable (EPV), simulation studies have
demonstrated this criterion can be relaxed. For instance, Vittinghoff & McCulloch (2007)
indicated that, “problems are fairly frequent with 2–4 EPV, uncommon with 5–9 EPV, and still
observed with 10–16 EPV” (page 717). They further conclude that, “systematic discounting of
results, in particular statistically significant associations, from any model with 5–9 EPV does not
appear to be justified” (page 717).
Results
Demographic Characteristics
There were a total of 41 completed survey responses from faith leaders. The demographic
and descriptive variables of the respondents are displayed in Table 12. There was a majority of
White (73.2%), Christian (92.7%), ages between 46-64 (61.0%), with 85.3% having received a
college degree or higher. Nine (22.0%) of the respondents reported personally being in recovery
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for an addiction, with a spread between political affiliation (34.1% republican, 26.8% democrat,
and 26.8% independent).
Table 12
Demographic Characteristics
Characteristic
Race/Ethnicity
White
Black/African American
Hispanic
Age
25-35
36-45
46-55
56-65
66+
Religion
Christian
Jewish
Muslim
Education
Some high school, no diploma
Some college credit, no degree
Associate degree
Bachelor’s degree
Doctorate degree
Master’s degree
Professional degree
Personally in recovery from an addiction
No
Yes
Political Affiliation
Republican
Democrat
Independent
None

N (=41)

%

30
8
3

73.2
19.5
7.3

5
8
10
15
3

12.2
19.5
24.4
36.6
7.3

38
2
1

92.7
4.9
2.4

1
1
1
19
5
11
3

2.4
2.4
2.4
46.3
12.2
26.8
7.3

32
9

78.0
22.0

14
11
11
4

34.1
26.8
26.8
9.8

Collaboration Analyses
As displayed in Table 13, the majority of respondents answered “yes” to all three
questions regarding collaboration between secular and non-secular recovery efforts: 1) Do you

96

support collaboration between secular (non-faith-based) and non-secular (faith-based)
organizations helping people with opioid addiction (92.7%)?; 2) Does faith and/or religion
impact a person's ability to overcome an opioid addiction (80.5%)?; and 3) Does faith and/or
religion impact efforts to help people overcome opioid addiction (80.5%)?
Table 13
Collaboration Question Responses
Question
Do you support collaboration between secular and non-secular
organizations helping people with opioid addiction?
Yes
No
Missing
Does faith and/or religion impact a person’s ability to overcome an
opioid addiction?
Yes
No
Missing
Does faith and/or religion impact efforts to help people overcome
opioid addiction?
Yes
No
Missing

N

%

38
1
2

92.7
2.4
4.9

33
3
5

80.5
7.3
12.2

33
3
5

80.5
7.3
12.2

Treatment Perception Analyses
According to the frequency of responses indicating willingness to recommend different
OUD treatment modalities to someone in need of services, the only approach which was
indicated observably less than the others was medication for opioid use disorders (MOUD), with
only 13 faith leaders indicating this is an option they would recommend to someone seeking
treatment for an OUD. The mean efficacy ranking for MOUD as a treatment approach was also
the lowest at 2.31, indicating, on average, respondents felt MOUD to be “moderately
ineffective”. Harm reduction modalities received overall fewer indications of acceptance through
a willingness to recommend those options to someone in need. Of the harm reduction modality
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options selected, the most widely accepted was the implementation of a good Samaritan law (n=
30), closely followed by the utilization of Naloxone (n= 26). As a harm reduction modality, the
use of MOUD also received the fewest indication of willingness to recommend, (n=17) followed
closely by Syringe Exchange (n=18) and Safe Injection Facilities (n=18). These aligned with the
mean rankings for support; MOUD ranked the lowest (2.45) and Good Samaritan laws ranked
the highest (3.87) (see Table 14).
Table 14
Preferences for Treatment and Harm Reduction Approaches
Approaches

N

%

Mean Efficacy/Support
Ranking (1-5)

Treatment Approaches
12-step Groups
Prayer
One-on-One Behavioral Counseling
Residential
Group Behavioral Counseling
Bible Study
Outpatient
Medication for Opioid Use Disorder

34
33
33
32
31
28
26
13

82.9
80.5
80.5
78.0
75.6
68.3
63.4
31.7

3.92
4.31
3.85
3.95
3.59
3.85
3.72
2.31

Harm Reduction Approaches
Good Samaritan Laws
Naloxone
Safe Drug Testing
Safe Injection Facilities
Syringe Exchange
Medication for Opioid Use Disorder

30
26
25
18
18
17

73.2
63.4
61.0
43.9
43.9
41.5

3.87
3.61
3.13
2.77
3.05
2.45

Survey Instrument Analyses
Descriptive analyses were conducted for the five survey instruments (see Table 15).
Based on the frequency of responses in upper and lower quartile ranges for the five instruments
and the religious schema sub-scales, the instrument with the most responses in the 4th quartile
(indicating high scores) was religious schema, with 59% of scores falling in the 4th quartile
range, followed by psychological flexibility (53% in the 4th quartile) and then GSE (43% in the
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4th quartile). The instruments with the most responses in the 1st quartile (indicating low scores)
was the MIKAT, with 17% of scores falling in the 1st quartile range followed by the religious
schema TTT sub-scale with 12% in the 1st quartile range. These standings hold true when
comparing the frequencies of responses in the top two or bottom two quartile ranges; 97% of
religious schema scores, 92% of GSE scores, and 90.5% of psychological flexibility scores,
falling within the upper half of the score range (see Table 16).
Table 15
Instrument Scores
Instrument
The General SelfEfficacy Scale (10-40)
MIKAT (0-20)
Perceived Stigma (8-32)
Psychological
Flexibility (20-120)
Religious Schema
(-15-45)
RS_ttt (5-25)
(reverse scored)
RS_ftr (5-25)
RS_xenos (5-25)

N
35

Minimum
20

Maximum
38

Mean
31.06

SD
4.45

41
35
32

0
13
68

15
30
120

8.76
22.63
94.84

4.44
4.04
12.56

32

2

41

30.69

7.43

33

5

25

10.06

5.36

33
33

5
10

25
25

22.61
18.52

3.45
4.24

Fisher’s Exact Tests
The Fisher’s exact tests were conducted between demographic/descriptive variables,
responses to acceptance for treatment and harm reduction approaches, and scores for the
validated instruments. The scores for the validated instruments were forced into categorical
variables based on quartile ranges. Correlations using continuous scores were not possible
because the data did not yield two continuous variables for comparison. A chi-squared test would
normally be conducted to determine an association between two categorical variables, but the
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small sample size makes the Fisher’s exact test a more reliable calculation (Andrés & Tejedor,
1995).
Table 16
Quartile Frequencies of Instrument Scores
Instrument Quartiles
GSE Quartiles (Range=10-40; N=35)
1st (<17.5)
2nd (>17.5, <25)
3rd (>25, <32.5)
4th (>32.5)
MIKAT Quartiles (Range= 0-20; N=41)
1st (<5)
2nd (>5, <10)
3rd (>10, <15)
4th (>15)
Perceived Stigma Quartiles (Range= 8-32; N=35)
1st (<14)
2nd (>14, <20)
3rd (>20, <26)
4th (>26)
Psychological Flexibility Quartiles (Range= 20-120; N=32)
1st (<45)
2nd (>45, <70)
3rd (>70, <95)
4th (>95)
Religious Schema Quartiles (Range= -15-45; N=32)
1st (<0)
2nd (>0, <15)
3rd (>15, <30)
4th (>30)
Religious Schema_ttt Quartiles (Range= 20-5; N=33)
1st (>16.25)
2nd (>12.5, <16.25)
3rd (>8.75, <12.5)
4th (<8.75)
Religious Schema_ftr Quartiles (Range= 5-20; N=33)
1st (<8.75)
2nd (>8.75, <12.5)
3rd (>12.5, <16.25)
4th (>16.25)
Religious Schema_xenos Quartiles (Range= 5-20; N=33)
1st (<8.75)
2nd (>8.75, <12.5)
3rd (>12.5, <16.25)
4th (>16.25)

100

N

%

0
3
17
15

0.0
8.0
49.0
43.0

7
17
17
0

17.0
41.5
41.5
0.0

1
8
22
4

3.0
23.0
63.0
11.0

0
3
12
17

0.0
9.5
37.5
53.0

0
1
12
19

0.0
3.0
37.5
59.5

4
8
3
18

12.0
24.0
9.0
55.0

1
0
0
32

3.0
0.0
0.0
97.0

0
5
4
24

0.0
15.0
12.0
73.0

There were no significant relationships shown between the upper and lower quartile
instrument scores and preferred harm reduction approaches. However, respondents were
significantly more likely to recommend outpatient treatment if they scored within the top two
quartiles on the perceived stigma instrument (p<.05). Respondents who scored within the top
two quartiles of the religious schema TTT subscale were more likely to recommend one-on-one
behavioral counseling (p<.05) and recommend prayer as an OUD treatment modality (p<.05).
Those with higher education were more likely to recommend bible study as a treatment for OUD
(p<.05). Those who identified as Democrats were more likely to recommend naloxone utilization
(p<.01) as well as safe injection facilities (p<.05) and harm reduction approaches. Finally, those
who did not identify with any political affiliation were more likely to score in the lower two
quartile range on the GSE instrument (p<.05) and Democrats were more likely to score in the
lower two quartile range for the religious schema subscale TTT (p<.05).
Binomial Logistic Regressions
The binomial logistic regression analyses were performed to ascertain the effects of
respondent demographic/descriptive variables (race/ethnicity, religion, gender, education,
political affiliation, and personal recovery status) and the likelihood of their acceptance for OUD
treatment and harm reduction modalities. When all demographic variables were retained in the
model, no significant predictors for treatment or harm reduction were found. However, when
modeled separately, political affiliation was a statistically significant predictor of acceptance of
syringe exchange (Nagelkerke R2=.21), with those who reported as Republicans less likely to
support acceptance of syringe exchange than those who reported as Democrats (see Table 17).
Political affiliation was also a statistically significant predictor of acceptance of safe injection
facilities (Nagelkerke R2=.30), with Republicans less likely than Democrats to support safe
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injection facilities (see Table 18). Political affiliation was again a statistically significant
predictor of acceptance of medication for OUD (Nagelkerke R2=.27), with Independents less
likely than Democrats to support medication for OUD as a treatment modality (results were not
significant for MOUD as a harm reduction modality) (see Table 19).
Binominal logistic regression analyses were performed to ascertain the effects of survey
instrument response scores and the likelihood of their acceptance for OUD treatment and harm
reduction modalities. When all survey scores were retained in the model as covariates, there were
no significant predictors of preference for any particular treatment modalities. When all survey
scores were retained in the model as covariates with harm reduction modalities, there were a few
significant associations. First, a higher score on the total religious schema scale and its TTT
subscale were associated with lower likelihood of acceptance of syringe exchange (Nagelkerke
R2=.43) (see Table 20). Additionally, as can be seen in Table 21, the religious schema TTT
subscale was associated with lower likelihood of acceptance of safe injection facilities
(Nagelkerke R2=.64). Lastly, logistic regression analyses were performed to ascertain the effects
of demographic variables on instrument scores, and no statistically significant relationships were
determined.
Table 17
Logistic Regression Results for Syringe Exchange and Political Affiliation
Political Affiliation

B

S.E.

Democrat

Wald

df

Sig.

5.925

3

.115

95% CI
Upper
Lower

Republican

-2.280

.939

5.891

1

.015*

.016

.645

Independent

-1.163

.908

1.640

1

.200

.053

1.853

None

-.981

1.208

.660

1

.417

.035

3.999

*p < .05
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Table 18
Logistic Regression Results for Safe Injection Facilities and Political Affiliation
Political Affiliation

B

S.E.

df

Sig.

4.588

3

.205

Democrat

Wald

95% CI
Upper
Lower

Republican

-1.897

.899

4.452

1

.035*

.026

.874

Independent

-.799

.908

.773

1

.379

.076

2.669

-22.184

20096.485

.000

1

.999

.000

None
*p < .05
Table 19

Logistic Regression for MOUD as Treatment and Political Affiliation
Political Affiliation

B

S.E.

Democrat

Wald

df

Sig.

5.000

3

.172

95% CI
Upper
Lower

Republican

-1.476

.862

2.932

1

.087

.042

1.238

Independent

-2.064

1.002

4.242

1

.039*

.018

.905

-21.763

20096.485

.000

1

.999

.000

.

None
*p < .05
Table 20

Logistic Regression Results for Syringe Exchange and Instrument Scores
Instrument

B

S.E.

Wald

Df

Sig.

GSETotal
MIKATTotal
PSTotal
PFTotal
RSTotal
RS_ttt
RS_ftr
*p<.05

-.024
-.170
.292
.028
-.417
-.441
.337

.151
.192
.152
.046
.209
.187
.320

.026
.786
3.688
.373
3.992
5.563
1.113

1
1
1
1
1
1
1

.873
.375
.055
.542
.046*
.018*
.292
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95% C.I.
Upper
Lower
.726
1.312
.579
1.229
.994
1.803
.940
1.125
.438
.992
.446
.928
.749
2.622

Table 21
Logistic Regression Results for Safe Injection and Instrument Scores
Instrument

B

S.E.

Wald

Df

Sig.

GSETotal
MIKATTotal
PSTotal
PFTotal
RSTotal
RS_ttt
RS_ftr
*p < .05

-.233
.166
.087
-.112
-.205
-.624
-.85

.197
.234
.165
.071
.184
.302
.693

1.400
.503
.277
2.471
1.244
4.275
1.524

1
1
1
1
1
1
1

.237
.478
.599
.116
.265
.039*
.217

95% C.I.
Upper
Lower
.539
1.165
.747
1.866
.789
1.507
.778,
1.028
.568
1.168
.297
.968
.100
1.653

Discussion
This exploratory study examined the relationships between acceptance for different OUD
treatment and harm reduction approaches by faith leaders in order to inform collaborative efforts
between secular and non-secular community-level approaches for addressing the opioid overdose
crisis. From this sample of 41 faith leaders, this study sought to answer the following research
questions:
1) What are the beliefs and perceptions of faith leaders’ regarding approaches for
addressing opioid addiction?; and
2) What characteristics of faith leaders are predictors of acceptance of treatment and
harm reduction strategies for addressing opioid use disorder?
The hypothesis that faith leader respondents will more highly endorse non-medicalized
and non-secular treatment options (i.e. prayer, bible study, and counseling), especially over
MOUD and harm reduction approaches, was true as indicated by the frequencies of responses.
However, the hypothesis that those who show higher perceptions of stigma, who hold more
highly fundamentalist religious views, and who do not have lived experience of addiction
recovery will be less likely to endorse medicalized and secular treatment or ham reduction
approaches was only partially true. There were significant associations with some harm
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reduction preferences and religious orientation, but not with perceived stigma or lived personal
experience of addiction recovery. However, other exploratory results indicated many
characteristics that would work in favor of collaborative efforts between secular and non-secular
stakeholders, some areas that might serve as barriers to future collaboration, and overall,
contributes to existing literature on the implications of political affiliations and religious values
on addiction treatment as a social issue.
Facilitators of Cross-Sectoral Collaboration
The five validated survey instruments showed that respondents had a high measure of
self-efficacy, denoting optimism, work satisfaction, and a belief in their own abilities to execute
effective action (Chen et al., 2001). Scores were also high for religious schema, particularly for
two of the three subscales (TTT and FTR), indicating a general openness to interreligious
dialogue and a prioritization of tolerance and personal choice (Streib et al., 2010). These results
align with the findings for psychological flexibility, the third most dominant high-scoring scale
that evaluates a person’s cognitive flexibility. Research has shown that people with higher
cognitive flexibility perceive diversity and change positively and are more likely to adapt
persistent thoughts and behaviors to changing external inputs (Ben-Itzhak et al., 2014). With
90% of responses falling in the top two quartiles for psychological flexibility, this shows promise
that given informed, credible, and meaningful information, faith leaders will make decisions
independent of what they have known or aligned with previously.

105

Additionally, almost all respondents approved of collaborative efforts between secular
and non-secular stakeholders towards helping people with OUD. They simultaneously indicated
that faith played a role in a person’s ability to overcome an addiction and in meaningful efforts to
assist people in their recovery. This demonstrates an overall willingness to partner, but also
shows the desire to incorporate faith into these partnerships.
Barriers to Cross-Sectoral Collaboration
The survey scores were lowest on the Motivational Interviewing Attitudes and
Knowledge Test (MIKAT) and the perceived stigma scale for substance users scale. The low
scores on the MIKAT show they did not have assumptions about behavior change for addiction
that were consistent with motivational interviewing, an evidence-based approach for changing
addictive behaviors (Leffingwell, 2006). This may indicate an area for improved education to
enhance faith leaders’ attitudes and knowledge around effective behavior change approaches for
helping someone overcome an addiction. The low scores on the perceived stigma for substance
users scale indicate a low likelihood of support for addiction treatment seeking and service
utilization (J. B. Luoma et al., 2010). However, simultaneously, faith leaders do acknowledge
support for collaborative efforts to work with behavioral health entities to help people with
OUD. This highlights an area in which anti-stigma awareness and education may be well
received to enhance knowledge and expand on a more informed willingness to support diverse
treatment seeking behaviors.
The least selected OUD treatment option, and that with the lowest efficacy ranking, was
MOUD; there were considerably fewer respondents who selected MOUD as an option that they
would recommend for someone seeking help for an OUD problem. This is particularly divergent
from evidence that supports MOUD as a first-line defense in recovery from OUD and an
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approach widely utilized by behavioral health professionals. Targeted efforts to improve faith
leader buy-in for MOUD and equip them with resources they trust may be useful towards
advancing inclusive partnerships.
The Religious Schema sub-scale scores for the truth of text and teachings (TTT) were
found to be significantly associated with a lower rate of acceptance for syringe exchange and
safe injection facilities. These results demonstrate that a higher religious fundamentalist
orientation is associated with less acceptance of these two harm reduction approaches. Efforts to
engage faith leaders and faith communities in support of harm reduction approaches for OUD
may be best suited to initiate partnerships with less fundamentalist religious groups.
The only statistically significant finding between preference for any of the OUD
treatment or harm reduction modalities and characteristics was the association between the
exploratory measure of a faith leader’s political affiliation and acceptance of syringe exchange
and safe injection facilities; People who identified themselves as Republicans were less likely to
be willing to recommend these resources to someone seeking help for an OUD than any other
political affiliation.
Religious Values and Politics
Previous literature has established a connection between certain religious affiliations with
a higher likelihood of being Republican, but the underling mechanism of this association is not
always readily explained (Bader & Froese, 2005). Most research supporting the association
between religious denomination and political party assume the relationship is predicted by the
beliefs held by the church rather than the individual. This study, however, uses the religious
schema scale to gauge the religious outlooks and orientation of the individual independent of
their denominational affiliation. The results of which contribute to existing literature which
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confirms the relationship between conservative political beliefs and conservative religious values
on an individual level without making assumptions based on denominational typology (Driskell
et al., 2008). Some existing research has made connection between religious beliefs, political
party affiliation, and attitudes related to addiction. One such study found that a person’s high
religiosity predicted their perspective of addiction as a moral issue and that a Republican
political affiliation predicted the same (Broadus & Evans, 2015). Another study found that young
people, regardless of their political affiliation, were more likely to drop out of traditional 12-step
groups when they reported lower levels of religious affiliation (Camargo et al., 2020).
Furthermore, the qualification of religious belief systems and their alignment with
attitudes and societal interactions through political behavior has been developed by many
scholars over time (Benson & Williams, 1982; Davidson, 1975; Glock & Stark, 1970). This work
describes these belief systems as social gospel and prosperity gospel. The social gospel defines a
spiritual or divine mandate to combat inequalities in the world and is associated with an imagery
of G-d as being less engaged and nonjudgmental (Curtis, 2001). The prosperity gospel asserts
those who show strong expressions of faith will receive blessings and favor from a higher power
and has G-d imagery that aligns with a higher power who is highly engaged and highly
judgmental (Bowler, 2018). Associations between these belief systems found the social gospel is
more occupied with the structural sources of social problems and associated with higher levels of
liberalism and democratic identification. Meanwhile, the prosperity gospel fosters the idea that
people should be held accountable for social problems and deviant behavior should be punished,
associated with higher levels of conservatism and Republican identification (McDaniel, 2016).
McDaniel takes this association a step further by comparing religious ideologies and
political affiliations with commonly divisive social issues, one of which gauged opinions on the

108

etiology of addiction and the best course of action for treating it. He found the prosperity gospel
had a significant relationship to the ideas that “Drug addiction is a criminal act; addicts should be
punished by the criminal justice system,” rather than the ideas that “drug addiction is a medical
problem; addicts should be treated by medical professionals and not the criminal justice system
(p. 301)” (McDaniel, 2016).
The current study showed not only those who were Republican were less likely to support
needle exchange and safe injection facilities, but also found those who scored higher on the
religious schema subscale (e.g. were more closely aligned with a fundamentalist religious
orientation) were also less likely to support needle exchange or safe injection facilities.
Interestingly, there was no effect for political affiliation and measures of psychological
flexibility, perceived stigma, or the MIKAT. Given the potential of support for medicalized OUD
response, especially from those faith leaders who align with social gospel values, these findings
indicate a need for significant education, training, and engagement efforts across political and
religious affiliations for the advancement of support for OUD treatment and harm reduction
approaches.
Limitations
While this study was exploratory in nature and laid the foundation to guide future efforts
aimed towards identifying meaningful indicators of faith leaders’ propensity for engagement
with behavioral health movements, a larger sample size would have benefited the quantitative
analyses. Additionally, the validated survey measures were entirely self-reported, lending to a
potential confounding of information based on respondents’ perception of self or desired
attitudes versus actualized characteristics. While self-reported measures add value because they
are innately assessing the aptitude and preference of the respondent, future studies may benefit
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from additional measures that further corroborate self-reported claims. For example, cross
measures that exemplify the reported characteristics or qualitative assessments that provide
personal interpretation and application of the values captured in the surveys would have
elaborated on the meaning and intention of quantitative responses.
Another limitation of this study was incomplete and missing data; there were multiple
respondents that failed to complete the entire survey. Future studies could take additional
precautionary measures to either require questions be completed before continuing or offering
reminders to complete unfinished questions before ending the survey. This study captured the
views of a majority of White Christian group of faith leaders. Future work would benefit from
targeting and comparing a more diverse population.
Implications for Behavioral Health
Research
This study lays the groundwork through exploratory assessments regarding the
implications of characteristics, values, beliefs, and perceptions of faith leaders for their
engagement in behavioral health interventions. Next phases of research on this topic would do
well to elaborate on the preferences of faith leaders for certain treatment modalities, particularly
MOUD, through qualitative evaluation. Given the reported aptitude and willingness of faith
leaders to participate in behavioral health efforts, future studies might measure the actualization
and impact of faith communities’ role in addressing the OUD crisis. This might include research
which evaluates the attitudes and beliefs of faith congregation members in addition to faith
leaders in order to determine agreement and differences between their values related to
addressing opioid use disorders. Additionally while this study provides insight into the views and
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values held by secular faith leaders, future research might collect the same from non-secular
behavioral health stakeholders to compare differences and identify common ground.
Practice
The knowledge gained from this study will help to inform future collective efforts to
address OUD within the faith communities by providing motivation for strategically tailored
education and engagement efforts particularly towards anti-stigma initiatives, skill-building, and
support for MOUD. However, the findings also identify how the integration of priorities and
values should be two-directional; to leverage the wide-reaching influence of religious social
capital is not just a call to action for faith communities to be more adaptive and accepting of nonsecular strategies, but for non-secular behavioral health stakeholders to develop acceptance and
space for the role that faith may play in addressing individuals with OUDs.
The integration of secular and non-secular networks requires the integration of nonmutually exclusive principles to leverage shared goals and priorities while providing culturally
and religiously competent care for people seeking treatment for OUDs. For example, perhaps an
MOUD program would be more successful in fostering relationships with faith communities and
positive regard from faith leaders should they more readily provide options for connections to
congregation-based or clergy-oriented support resources. This adaptation would also necessitate
that faith-based resources further consider forms of empirically supported medicinal treatment in
conjunction with its programming. An improved mutual understanding of shared goals can lead
to streamlined communication, a more engaged community, decreased stigma, and increased
access to care for those seeking treatment for OUD.
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Policy
The contrasting values and priorities amongst secular stakeholders reveal potential
reasons for barriers within policies that work against cross-sectoral collaborative efforts. Nonsecular stakeholders may not approve of the integration of faith-based contingencies in funding
or procedural guidelines, while secular stakeholders may be more likely to turn away from
collaborative efforts that do not in some way incorporate their priority of faith values. In order to
move forward with community-level approaches that address the OUD crisis and leverage the
potential benefits of religious social capital, shared values and characteristics must be made more
apparent. Results of this study indicated less acceptance on the part of Republican faith leaders
for certain harm reduction modalities. However, this was not a contraindication of cognitive
flexibility, general self-efficacy, or a willingness to collaborate, signaling that more research is
needed to fully understand the determinants of beliefs about harm reduction, particularly for faith
leaders who hold more politically conservative values.
Meanwhile, research has indicated that religious beliefs influence political participation
differently and, more specifically, that participation in church activities increases political
participation (Driskell et al., 2008). Therefore, efforts to change addiction-related policy,
particularly around harm reduction approaches, may be well suited to target church goers.
Finally, based upon prior literature and the findings in this study showing the general
willingness of respondents to collaborate with non-secular stakeholders and their majority view
that faith does play a role in recovery, behavioral health agencies and entities could initiate an
integration of values and resources by including faith leaders on community advisory boards and
committees.
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Conclusion
This study explores the characteristics, values, and perspectives of faith leaders in an
effort to inform a movement toward the amalgamation of cross-sectoral approaches which
address the opioid crisis on a community-based level. Religious social capital holds the potential
to strengthen existing resources by connecting otherwise unexposed and underserved populations
to education, awareness, and support for OUDs affecting themselves and their neighbors.
However, without the buy-in from community faith leaders, these efforts may not be
appropriately tailored or targeted. The results from this study encourage the possibility for
collaboration between secular and non-secular stakeholders and advocates for bridge buildingefforts that are warranted by the faith leaders in this study for the sake of serving a shared
community.
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CHAPTER 5: CONCLUSIONS
Each study comprising this dissertation contributed unique but interconnected findings
related to the role of non-secular involvement towards a comprehensive and community-based
approach for addressing OUD. The first manuscript lays the groundwork for establishing shared
intent between two often separated groups of stakeholders; the second acknowledges the
potential for places of worship to serve as community-level resources; and the third explores the
values and characteristics of faith leaders to inform future collaboration efforts. The rationale,
methods, subsequent findings, and emerging implications within each manuscript have been
objectively and separately considered. The overarching message, however, is one that must be
less scientifically prescribed and more subjectively surmised through the thoughtful application
of the individual implications on our broader national culture and climate.
In a world where divisiveness prevails in its delineation of people based on preconceived
notions of self and others, we are often too quick to make judgements about someone based on
the boxes they check rather than the values they hold. It is perhaps an unrelenting drive to
belong, to maintain consistency between labels and actions, and to promote one’s own tribe that
can clash with a simultaneous recognition of the value for diversity, inclusivity, and flexibility.
The three studies presented here explore this conundrum with an immense respect for the
innate complexity of the issues at hand. The separation of church and state and the clash between
science and faith are issues our forefathers and Charles Darwin acknowledged long before our
time. This dissertation largely proposes the best course of action for successfully mitigating
problems related to OUD is to embrace a collective approach. Without a genuine sense of worth
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for the contributions from those who are different than you, inclusivity can feel like a sacrifice
rather than a compromise; putting aside differences and landing on common ground is a worthy
pursuit but may not always be a realistic notion.
Serving as a more concrete example, while a faith leader may respect the purpose and
place of a physician who prescribes MOUD to a patient pursuing recovery from a heroin
addiction, asking that faith leader to integrate recommendations for medicalized addiction
treatment into their clergy’s response plan for people struggling in their own congregations may
feel disingenuous to their primary role as serving as a connection to the divine. Similarly, while a
behavioral health provider might not explicitly dissuade their client from attending prayer
groups, they might hesitate to offer it as a recommendation without an evidence-based solution
in the foreground that, to them, would better reduce the risk of diversion or relapse.
Loyalty to one’s primary expertise and source of legitimacy, whether that be faith or
evidence-based practice, can allow for a healthy delineation of functions and responsibilities. At
what point, however, does it become mutually beneficial to acknowledge the strengths of the
opposing position? Additionally how can we prevent this acknowledgement from diminishing
the validity of one’s own identity and commitments? The answers to these more existential
questions are much larger than the research questions explored in this dissertation, but they do
begin to take shape at least in the context of cross-secular collaboration for addressing OUD.
From the current findings emerge the identification of core priorities, values, and
strategies contained within both secular and non-secular systems of care. They begin to
demonstrate how the shared needs, mutual obstacles, improved accessibility, and intentional
acceptability could be operationalized for the creation of a partnership that does not discriminate
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based on alignment and loyalties, but rather embraces inclusivity for the prioritization of human
life.
The first manuscript highlights the activation of the faith-based community to contribute
meaningfully to OUD mitigation efforts and shows their desire to gain more knowledge
regarding addiction science, resources, and intervention skills. The second manuscript
establishes the potential for faith communities to serve as points of access and resources
especially in places otherwise situated in addiction service deserts. The third manuscript gives
hope for leveraging the high self-efficacy, cognitive flexibility, and desire for collaboration
reported by faith leaders in a movement towards the advancement of their skills and acceptability
of diverse strategies for addressing individuals with OUD.
Opportunities were explored in each of the three manuscripts for ways to practically
integrate behavioral health strategies with FBOs in order to expand the range of resources for
diverse populations in need. While the focus here has largely utilized a one-directional
integration of more secularized behavioral health strategies into non-secular spaces, the true
underpinning solution lies in the application of mutual respect for two-directional cooperation. In
a truly person-centered approach to addiction treatment, a comprehensive recovery plan would
integrate not only the medical, physiological, and mental health needs of a person, but also be
inclusive of their religiousness and spirituality, their social networks, and their community
inputs. Just as secular behavioral health entities may supplement FBOs with their science-based
knowledge and expertise, non-secular entities may supplement offerings of a traditional
treatment facility with community ties, spiritual support, and social acceptance. The movement
towards secular and non-secular collaboration is a movement that acknowledges the complexity
of human lives and the myriad of influences that determine health, happiness, and well-being.
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Initiatives that measure, monitor, implement, and prioritize the integration of secular and nonsecular strategies for addressing individuals suffering from OUD to increase the life-saving
potential of research, practice, and policy in this area.

131

APPENDICES

132

Appendix A. Codes and Code Definitions
Table A1. Codes and Code Definitions
Code
Information
Lived Experience
Cross Collaboration
Networking
Resources
Delivery of
instruction/information
Community Support
Personal Faith
Faith-Based Connection
Access
Engagement
Stigma
Finances/Cost
Specific Populations
Mental Health
Contributing Factors
Family Support
Education/Training

Definition
Improved understanding/knowledge of issues related to
substance abuse/behavioral health
Personal stories, primary knowledge/experience, increased
empathy and connection
Interagency and cross-sectoral partnerships between
stakeholders even with different guiding principles
Stakeholder relationships and connections for mutual problemsolving
Applied solutions, treatment, and services addressing
community behavioral health needs
Means by which information is shared
Giving of assistance, contributions, and/or acceptance that are
enabling the act of an agency or movement
The role of faith on an individual level
The role of faith and/or faith leaders on an organizational level
in addressing behavioral health needs
Ability to obtain resources and services
Ability to interact and connect on a personal level
Biases or negative opinion associated with behavioral health
issues or needs
Relating to the fiscal resources and/or price or payment of
services
Any discussion separated by population characteristics
Includes co-occurring disorders and psychosocial factors
Things that impact a person's or organization's ability to meet
behavioral health needs, includes policy and systems
Assistance specifically geared towards helping families of
people suffering from behavioral health issues
Direct instruction around skill-building, evidence-based
practice, and approaches to enhance behavioral health
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Appendix B. Faith Denominations
Table A2. Faith Denominations
Secular
Faith Denomination
None
Non-denominational
Christian
Muslim
Catholic
Baptist
Methodist
Centro de la Familia Cristiana
Greek Orthodox
Episcopal
Evangelical
Pentecostal
Jewish
Latter Day Saint
Lutheran
Mennonite
Buddhist
Presbyterian
Missing
Total

n
13
7
30
12
15
9
7
4
3
2
3
4
2
1
1
0
1
0
32
142

%
9.2
4.9
21.1
8.5
10.6
6.3
2.8
2.5
2.1
1.4
2.1
1.4
1.5
.7
.7
0
.7
0
22.5
100.0
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Non-secular
n
%
0
0
6
10.9
15
27.3
10
18.2
1
1.8
3
5.5
3
5.5
1
1.8
2
3.6
2
3.6
1
1.8
2
3.6
0
0
0
0
0
0
1
1.8
0
0
1
1.8
7
12.7
55
100

Appendix C. Response Frequencies for All Questions
Table A3. Response Frequencies for All Questions
Question 1-

“What was the most useful for you from the forum
today?”
Coded Response
n
%
% of cases*
Information
73
43.5%
51.8%
Lived Experience
23
13.7%
16.3%
Cross Collaboration
19
11.3%
13.5%
Faith-Based Collaboration
18
10.7%
12.8%
Networking
13
7.7%
9.2%
Resources
11
6.5%
7.8%
Community Support
9
5.4%
6.4%
Specific Populations
2
1.2%
1.4%
Education/Training
1
.6%
.7%
Totals
168 100.0%
119.9%
Question 2“What are the most critical challenges that you
and your organization face when helping to serve
people impacted by the opioid epidemic?”
Coded Response
n
%
% of cases*
Resources
30
17.9%
24.6%
Stigma
21
12.5%
17.2%
Contributing Factors
16
9.5%
13.1%
Access
15
8.9%
12.3%
Engagement
14
8.3%
11.5%
Finances/Cost
14
8.3%
11.5%
Information
10
6.0%
8.2%
Mental Health
9
5.4%
7.4%
Family Support
9
5.4%
7.4%
Specific Populations
9
5.4%
7.4%
Personal Faith
6
3.6%
4.9%
Community Support
5
3.0%
4.1%
Faith-Based Collaboration
4
2.4%
3.3%
Cross Collaboration
3
1.8%
2.5%
Education/Training
2
1.2%
1.6%
Networking
1
0.6%
0.8%
Total
168 100.0%
137.7%
Question 3- “What do you and your organization need to feel
better equipped to address the opioid epidemic?”
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Coded Response
n
%
% of cases*
Information
18
25.0%
33.3%
Cross Collaboration
9
12.5%
16.7%
Resources
9
12.5%
16.7%
Faith-Based Collaboration
6
8.3%
11.1%
Access
5
6.9%
9.3%
Education/Training
4
5.6%
7.4%
Engagement
4
5.6%
7.4%
Specific Populations
4
5.6%
7.4%
Finances/Cost
3
4.2%
5.6%
Family Support
2
2.8%
3.7%
Mental Health
2
2.8%
3.7%
Community Support
2
2.8%
3.7%
Contributing Factors
2
2.8%
3.7%
Lived Experience
1
1.4%
1.9%
Personal Faith
1
1.4%
1.9%
Total
72
100.0%
133.3%
Question 4“What additional topics would be of interest to
you and your community/organization for future
forums?”
Coded Response
n
%
% of cases*
Mental Health
11
13.4%
16.9%
Information
11
13.4%
16.9%
Contributing Factors
10
12.2%
15.4%
Faith-Based Collaboration
9
11.0%
13.8%
Specific Populations
8
9.8%
12.3%
Resources
7
8.5%
10.8%
Cross Collaboration
6
7.3%
9.2%
Community Support
5
6.1%
7.7%
Family Support
5
6.1%
7.7%
Lived Experience
4
4.9%
6.2%
Education/Training
2
2.4%
3.1%
Access
2
2.4%
3.1%
Personal Faith
1
1.2%
1.5%
Stigma
1
1.2%
1.5%
Total
82
100.0%
126.2%

136

Appendix D. Social Vulnerability Maps
Figure A1. Social Vulnerability Maps

CDC SVI: Overall

CDC SVI:

CDC SVI:

CDC SVI: Socioeconomic
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Appendix E. Places of Worship, Overdose Deaths, and Treatment Facility Points
Figure A2. Places of Worship, Overdose Deaths, and Treatment Facility Points
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Appendix F. Places of Worship by Religion
Figure A3. Places of Worship by Religion
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Appendix G. Recruitment Flyer

Stud on Faith and Recover
E ploring he role of non ec lar in ol emen
o ard a comprehen i e comm ni approach
for addre ing opioid e di order

Mapping

Geographic Informa ion S
of

are ill be

em GIS mapping

ed o crea e map of Hill boro gh

and Pinella co n ie ho ing he pre alence of
in erdenomina ional place of or hip in rela ion o
addic ion rea men facili ie loca ion of o erdo e
and comm ni heal h de erminan

A

r e

S

e

ill be cond c ed o e al a e he di er i

per pec i e and charac eri ic of
in erdenomina ional fai h ba ed leader and he
comm ni ie he er e The

r e con i

alida ed and andardi ed a e men

of
open ended

q e ion and he collec ion of demographic and
de crip i e ariable The
o e plore par icipan

f

ill help

role and percep ion of

in erdi ciplinar effor
be er facili a e m

r e re pon e

o addre OUD in order o

all beneficial par ner hip for

re collabora ion
Link o

r e https bit l faithleadersurve

140

Amanda Sharp MPH
PhD Candida e

Amanda is a doctoral
candidate at the Universit
of South Florida Her research
focuses on person centered
behavior change and
communication techniques as
a means for incorporating
individual worldviews
into operations culture and
policies of behavioral health
deliver s stems She
is a member of the
Motivational Interviewing
Network of Trainers

Appendix H. Recruitment Postcard
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If you are a faith leader in Hillsborough or
Pinellas County, and wish to make a
meaningful contribution to this research,
please complete the electronic survey here:

https://bit.l /faithleaders r e
or questions please contact:
Amanda harp
mail: amandasharp usf.edu
hone: (503)348 9027
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